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Medical Problems in New Mexico 


EUGENE Wm. FISKE, M. D. 
Santa Fe, N. M. 


HERE are a great many problems that face 
the medical profession of New Mexico. Some 
are old ones that have faced each new set of offi- 
cers and their houses of delegates and councils; 
others are new. The list would be so long that 
ime does not permit going into detail with all of 
them; but I should like to pick out a few for your 
consideration and approval. 

Up to the present time we have had very little 
to cause us serious concern over the future of our 
profession with the exception of the up and down 
curve of agitation for State Medicine. Perhaps we 
have been very close to it at times, but it is not 
my intention to discuss that subject, but will leave 
that to the A. M. A. to whom we can look to fight 
that battle with our full support. In our own state 
we must begin to lay the groundwork and get. pro- 
tective legislation or we will be in constant turmoil. 
By protection I mean the public as well as the 
profession, 

First requirement is a new medical practice act. 
A more specific definition of what constitutes the 
practice of medicine is needed—who is allowed by 
law to practice it—the separation of drug, opera- 
tive, mechanical and physical therapies, and pro- 
viding penalties for the disregard of the law by 
those who have not fulfilled the legal requirements. 
There should be definitely stated a minimum edu- 
cational requirement that will insure well trained 
men and women coming into the professional 
groups of this state. The present law does not 
provide authority nor the money for the board of 
examiners to prosecute breech of the practice act. 
This must be changed to give us opportunity to 
clean house in our own ranks and to keep that 
house clean. I am sure there is no member of this 
society who objects to a well trained, ethical man 
or woman coming into the state to live and work, 
but the poorly trained individual can come in, buy 
an X-ray or short wave diathermy machine and 
start working without having the least conception 
of the dangerous weapon he has in his hands and 
that he can do serious damage or even death. 
These people are too ignorant to realize that, and 
the public innocently subject themselves to such 
treatment because to them a doctor is a doctor and 
should be able to give any kind of treatment, and 
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the first thing these fellows do is to plaster the 
title of doctor before their names in every form 
of sign, from a conservative plate to a neon dis- 
play. The tragedy of it all is that they have the 
protection of the law because the act is too im- 
potent to cope with the situation. These abuses 
need correction, and this convention will be asked 
to approve the appointing of a committee to get 
legal advice and draft a law to be presented to 
the next legislature. 

Second requirement is a basic science law. This 
requirement as well as the first one are (1) purely 
public health measures insofar as we are attempt- 
ing to protect the health and lives of the public 
by imposing upon ourselves increased educational 
requirements and (2) a means of determining a 
man’s or woman’s fitness to treat the sick. This 
subject always means a roar of disapproval when- 
ever it is mentioned. But the roar does not come 
from the people who spend nine years in college, 
medical school and hospital work preparing them- 
selves. It comes from the medical man who gets 
a diploma from a diploma mill and has neither a 
basic nor medical education. It comes from the 
individual who takes a few months to a year in a 
poorly equipped school and then comes out with 
a meager idea of what it is all about, and does 
not want any agency to determine how little he 
really does know. He feels he should exploit the 
health and well-be-ng of the public without restric- 
tion. He wants people to believe he is being perse- 
cuted by the medical profession. If that be the 
case, then the medical profession is persecuting 
themselves, because all candidates for license to 
practice the healing arts must go before this neu- 
tral board of the teaching profession to determine 
if they have just a knowledge of the basic sciences 
of anatomy, physiology, chemistry, bacteriology and 
pathology. Certainly a man or woman who does 
not know what these are cannot hope to pass a 
technical exam‘nation before an honest board of 
examiners in whatever system of healing he in- 
tends to use. If they do not have a general knowl- 
edge of how the body is put together, how it 
functions, what it is made of, what agencies cause 
disease, and the result of these agnecies’ actions; 
then they are not fit-to be turned loose on an un- 
suspecting public. These examinations can be 
passed by any second year college student; any 
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practicing lawyer should be able to pass them; 
so why should any candidate supposed to be edu- 
cated in any field of the healing arts throw up his 
hands, open his mouth as wide as it will go, and 
yell persecution? The public, apparently, will 
stand for a lot of “gypping,”’ but it is time they 
awakened to the fact they have had enough, and 
there is no reason why they who live in the state 
of New Mexico should not have as much protec- 
tion in this respect as those living in New York, 
California or our neighboring states of Arizona and 
Colorado. Last year 10 per cent of the M. D.’s failed 
this examination of ‘cult persecution.” 

You are expected to spend a large part of your 
professional income to buy new equipment, attend 
clinics and keep abreast of advances in medicine. 
It is a reasonable request when we demand pro- 
tection of that investment by legislation to keep 
down the peddlers in medicine, in just the same 
manner a merchant protects himself by laws re- 
quiring high license fees for transient peddlers. 


Third need is drug regulation. 

In New Mexico a person can read in the news- 
papers and magazines that thyroid extract and 
dinitrophenol will reduce excess weight, and sul- 
fanilamide is good for all infections—and he can 
go into a drug store and buy enough to kill him- 
self without realizing the danger. I do not know 
how often this has happened in the state of New 
Mexico, but it has happened often enough in the 
United States to cause many druggists to post 
notices that such powerful drugs as those derived 
from barbituric acid will be sold only on a physi- 
cian’s prescription. This state needs such a law, 
and I am sure that a move to get such legislation 
will have the whole-hearted support of every ethi- 
cal druggist in the state, as well as every first 
class pharmaceutical house. 

Fourth consideration is counter prescribing. 

Here a druggist poses as the family physician. 
He can look a patient over with a store counter 
between them and tell exactly what is wrong, and 
can reach behind him and pull down a bottle of 
patent medicine that is a sure cure for him. Or 
perhaps what is a little worse, he allows the patient 
to make his own diagnosis and sells him a bottle 
of stomach tonic for indigestion, when the fellow 
may have an early cancer of the stomach and 
needs anything but a so-called tonic. It is just a 
case of pay your money and take something neither 
one of us knows anything about, and trust that 
the Lord has his arms around you and that you 
get well. There are very few of you here who have 
not found some young fellow taking a treatment 
for gonorrhea exactly like the one you were giving 
another patient, and found he was able to purch- 
ase it from a drug store by asking for the same 
medicine Dr. Blank gave John Doe for gonorrhea. 
I feel that most druggists appreciate your pre- 
scription business and are alert enough to recog- 
nize the fact that a newcomer to town sent to him 
with a prescription means a customer for other 
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purchases in the future. But there are some who 
not only want the whole hog, but the entire hog 
family. It is this group I am speaking of, and I 
know of no better way to cure him than to leave 
him with his patent medicines and send the pre- 
scription business to the ethical druggist, or if he 
cannot be found, for the doctors to finance their 
own stores and eliminate such practices. Let me 
quote from a recent comment in the Journal of 
the A. M. A.: 


“WHY DRUGGISTS PRESCRIBE 

“The best pharmacists do not prescribe for their 
patients. Physicians have maintained that the best 
interests of the patient demand that prescribing 
be done by medically trained persons only; the 
ethical pharmacist should limit himself to com- 
pounding and purveying. If any one believes seri- 
ously that counter prescribing is not a standard 
trade practice in drug stores, attention should be 
called to an article in the November, 1937, issue 
of the American Druggist under the title ‘A Billion 
Dollar Sneeze.’* This article presents many cor- 
rect, peritnent and useful facts about colds, their 
infectiousness, the relation of metabolism and ex- 
posure to their occurrence, their cost, and what 
science knows about their prevention. Then tucked 
away at the end, next to advertisements of Adex 
Tablets and Smith Brothers’ Cough Drops, are five 
steps to cold prevention, by means of which the 
druggist is assured ‘your preventive products sales 
will increase.’ The first step is vitamins. ‘Sci- 
ence,’ it seems, has proved ‘that the vitamin A and 
D content of these (fish liver) oils helps in the 
treatment of colds, the laity terminology being that 
they help build up resistance.’ The Council on 
Pharmacy and Chemistry does not allow such 
claims, but the council is not a sales organization. 
The second step is a laxative! ‘The laxative treat- 
ment you recommend can be a 10 cent item or a 
$1.25 sale... .’ The third step has to do with sales 
possibilites in nose drops, jellies, sprays and inha- 
lants, and the fourth step cashes in on ‘any one 
of a _humber of mouth washes and gargles.’ In 
_ = 4 ee gets over on the alka- 

ne side with m of magnesia, antaci 
and tablets. And the ame: ——— 

“Clerks should be taught the practical advantage 
of solicitous inquiries about the customer’s symp- 
toms. Muscular pains, sore throat, headache, 
clogged nasal passages, chills, chest pains, and 
coughs each may be the basis for the sale of a 
product over and above what the customer came 
in to buy . . . get your share of this billion dollar 
business . . . and you will make money out of 
sneezes and sniffles in 1937-38 . . . Ah-choo. 

“So pharmacy a la the American Druggist is a 
science and a profession. The science of salesman- 
ship—but the profession is the practice of medi- 
cine. And for practicing medicine the druggist 
needs a license in medicine.” 

Fifth need is co-operation with the A. M. A. 

The American Medical Association is the only 
large medical society in the United States that can 
represent all the doctors in all specialties. It is 
hoped that at this meéing a resolution can be 
passed endorsing the stand the A. M. A. has taker 
on problems of national importance affecting the 
profession and urging them to continue the efforts 
to avert the destruction of the private practice 


of medicine and individual initiative by making the 


1. A Billion Dollar Sneeze, Am. Druggist, November, 1937, p. 24 
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doctors hirelings of an insurance system or any 
other agency that places a political appointee be- 
tween the patient and his doctor, nurse or hospital. 

Sixth consideration is infant mortality. 

I do not believe this convention should adjourn 
without taking heed of this subject. We are all 
well aware of the high infant mortality in New 
Mexico, from the epidemic dysentery we have each 
summer, the very widespread unfavorable pub- 
licity that has been given the state because of it— 
and also that the cure of this condition lies in the 
prevention of it by improving our system of sewage 
disposal. Every one of you who has treated these 
children has been impressed with two facts, First, 
that these babies are frequently filled with some 
patent medicine reported to be good for the condi- 
tion; and, second, that the patient is in a room 
with many flies that have been making frequent 
trips between the unsanitary outhouse and the 
food of the family. It is a very unpleasant thought 
but nevertheless a fact. What is still more de- 
plorable, many of these people are living on, or 
within easy access to a sewer line and still are 
permitted to maintain an unsanitary outhouse 
which is a menace to their family as well as the 
families of their neighbors who have sewer con- 
nections. We see federal and municipal money 
going into new sewer construction to give men 
work, but because some of these people living on 
sewer lines are not made to connect, babies must 
die. Each year as this recurs the medical profes- 
sion is made to carry the brunt of the criticism 
for it. This epidemic of dysentery each summer is 
not confined to New Mexico. It is nationwide, but 
sewage disposal is better taken care of elsewhere. 
It is a sad commentary that our city and village 
authorities will ask for bond issues to build new 
sewers, put them in, and then not force the resi- 
dents to connect. Most places in New Mexico have 
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the equipment to combat this condition, but those 
in authority who have the means to force connec- 
tions do not have the inclination to do so. So, 
because of their failure to do their duty, we take 
the brunt of it, and it is high time that we toss 
it back into the laps of those who can do something 
about it. 


In places where sanitary sewers are not avail- 
able there is stil] a solution: 


1935 Report: ‘Atrisco is a community which has been com- 
pletely sanitized this year through WPA privy installations. 
Last year (1934) there were 28 cases of acute diarrhoea in 
Atrisco—a population of about 250. Fourteen of these cases 
of acute diarrhoea were proven to have dysentery by the 
methods used in the laboratory last year. There were two 
deaths. There were eighteen carriers. 


“This year (1936 there were two cases of diarrhoea, one clearly 
not infectious.” 


So we find in one year’s time a diminution of 
the cases of diarrhoea due to epidemic dysentery 
from 28 to 1, ai.d eliminating deaths by the proper 
handling of human excrement. That can be done 
throughout the state, but until the political gen- 
tlemen of our community turn their efforts to 
better handling of the sewage problem we will 
continue to have our high infant mortality and 
high incidence of diarrhoea among adults, with its 
attendant loss of time from work. 


The cry of expense of sewer connections or of 
purchase of sanitary outhouses is immediately 
raised, but I seriously doubt if the expense of 
either of these sanitary procedures measures up to 
the expense of funerals caused by the carelessness. 

Perhaps we will be starting on a program too 
extensive to carry through in one year, but it must 
be faced sooner or later. It is offered for your 
approval or rejection. Should it be approved it 
must have the support of all of you in order that 
committees appointed to carry it out will be able 
to speak for the society without reservation. 
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Selective Extra Fascial Pneumothorax 
A Preliminary Study 


JOHN W. FLINN, M. D., and J. H. ALLEN, M. D. 
Prescott, Arizona 


IBROSIS is the chief objective in the treatment 

of pulmonary tuberculosis. The amount of 
white fibrous tissue and its varying patterns differ 
with the type of lesion and the method of treat- 
ment. When the lesion is largely infiltrative, bed- 
rest will cause the greater part to resolve and dis- 
appear and will produce a net-work of fine fibrous 
strands. When infiltration is followed by caseation 
and cavitation, however, bed-rest will usually need 
to be supplemented by artificial compression of the 
lung. This collapse not only approximates the sides 
of the cavity but also greatly stimulates the pro- 
duction of fibrous tissue to sew the adjoining sides 
together and to quilt the whole area into a firm 
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mass. Collapse therapy is the term now in vogue 
to include all forms of artificial compression of the 
lung. 
INTRAPLEURAL PNEUMOTHORAX 

Intrapleural pneumothorax is the simplest and 
most effective form of collapse therapy. When the 
adjacent surfaces of the pleura are quite free of 
adhesions, any desired amount of collapse of the 
lung can be obtained by introducing air between 
the two layers and no other form of collapse 
therapy need be considered. It is only when the two 
layers of the pleura are bound together by adhe- 
sions that the more complicated and difficult forms 
of compression are indicated. 

An outstanding characteristic of intrapleural 
pneumothorax is its selectivity. Following well- 
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recognized laws of physics, the diseased areas of the 
lung respond more readily to the pressure of air 
in the pleural space. A localized atelectasis is pro- 
duced in the diseased areas, while the air-vesicles 
in the healthy portion of the lung remain dilated 
and continue to function. 

A second important characteristic is the retrac- 
tion of the lung concentrically from the surface to 
the hilum in all three planes, frontal, horizontal 
and sagittal. This has a marked advantage, espe- 
cially in closing cavities in the posterior portion 
of the upper lobe. 

A third very desirable characteristic is its sim- 
plicity and the small operative risk. While suc- 
cessful intrapleural pneumothorax requires a con- 
siderable amount of experience and skill, the opera- 
tion itself is a distinctly minor one, which can be 
safely used on even very poor operative risks. 

A fourth advantage of a successful pneumotho- 
rax is that, in a large percentage of cases, the 
lung can eventually be allowed to expand, and the 
patient is left with efficient lungs and no disfig- 
urement of the chest. 

Only recently have chest physicians and surgeons 
begun to awaken to the fact that intrapleural 
pneumothorax should be used as a pattern, on the 
lines of which all other forms of collapse therapy 
should be modeled. 

INTRAPLEURAL PNEUMONOLYSIS 

In a very limited number of cases of pulmonary 
tuberculosis the peura] adhesions are long and nar- 
row and can be severed by intrapleural closed pneu- 
monolysis and a satisfactory collapse can be ob- 
tained by intrapleural pneumonothorax. 

PHRENICECTOMY 

In another class of cases, sufficient retraction 
of the lung will be produced by causing a paralysis 
of the hemi-diaphragm by crushing or resecting 
the phrenic nerve. 

EXTRAPLEURAL THORACOPLASTY 

In the majority of cases, however, the pleural 
adhesions are so extensive that it is necessary to 
resort to some form of extrapleural compression of 
the lung. Extrapleural thoracoplasty ranks second 
in efficiency only to intrapleural pneumothorax, 
in the collapse therapy of pulmonary tuberculosis. 
Such strides have been made in the last few years, 
in improving the technique of this operation that 
it is now being used successfully in a much larger 


number of cases each succeeding year. The advant- | 


age of this operation in its present form is, that 
in a large percentage of cases, it will produce a 
permanent selective collapse of the diseased portion 
of the lung, and leave the healthy part free to 
function normally. In a certain percentage of 
cases, however, it has been most difficult to obtain 
complete collapse of thick-walled cavities in the 
posterior part of the upper lobes of the lung. This 
difficulty was recognized early in the history of the 
operation and, in endeavoring to overcome it, thor- 
acoplasty was supplemented by extrapleural apic- 
olysis, the artificial space between the parietal 
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pleura and the chest wall being filled with parafin, 
muscle, fat or other substance. The results were 
not satisfactory. Recently, a partial apicolysis has 
been performed as a preliminary step in the first 
stage of an upper thoracoplasty by a blunt dissec- 
tion of the parietal pleura from the chest wall. 
EXTRAFASCIAL APTCOLYSIS 

In 1935 Carl Semb in Norway, after careful study, 
concluded that the difficulty in completely clos- 
ing these upper lobe cavities was due principally 
to the immobilization of the upper part of the lung 
by Sebileau’s bands. These extensions of the en- 
dothoracic fascia fasten the lung to the neurovas- 
cular trunk, the vertebrae and the mediastinum. 
Semb claims that the preliminary extrapleural 
apicolysis commonly employed by many chest sur- 
geons may be difficult, dangerous or impossible to 
perform, and that it produces an incomplete col- 
lapse. He therefore carefully disssects and divides 
Sebileau’s bands and performs an “extrafascial 
apicolysis” outside the endothoracic fascia, in the 
extrafascial plane. In addition, he severs the peri- 
osteum of the ribs (plus the intercostal muscles, 
nerves, vessels and fascia) from their attachments 
to the vertebrae and eventually from the sternum, 
and so liberates a portion of the lung which is cov- 
ered by the endothoracic fascia and partly by peri- 
osteum of the resected ribs and intercostal muscles. 
These structures retract together with the lung, 
concentrically towards the hilum. Fibrous tissue is 
developed from the fascia, and the ribs are slowly 
regenerated from the periosteum over the surface 
of the retracted lung, which becomes fixed and is 
prevented from re-expanding. The cavity closes 
gradually by retraction in the course of weeks or 
months following operation. We are very favor- 
ably impressed. with the logic of Semb’s ideas 
regarding extrafascial apicolysis in thoracoplasty, 
and our limited experience with it inclines us to 
believe it marks a distinct advance in the technique 
of extrapleural thoracoplasty. 

Thoracoplasty is a major operation and one of 
the chief secrets of success in its use is a very 
careful selection of cases. There still remain a large 
number of cases of advanced pulmonary tubercu- 
losis in which extensive pleural adhesions prevent 
the use of intrapleural pneumothorax, and who are 
such poor surgical risks that thoracoplasty should 
not be attempted. In our opinion, one of the most 
urgent problems in fhe field of clinical tuberculosis 
today is to devise methods of collapse therapy, 
which can be successfully used in this class of 
cases. : 

SELECTIVE EXTRAPLEURAL PNEUMOTHORAX 

In 1936 Graf in Germany reported his experi- 
ence with “selective extrapleural pneumothorax” in 
the treatment of these cases. He excises a portion 
of th third rib, finds a line of cleavage between 
the parietal pleura and the endothoracic fascia and 
separates these two membranes. He separates the 
apex of the lung in the extrapleural plane and per- 
forms as extensive pneumonolysis as the case re- 
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quires. He then fills and refills this extrapleural 
space with air, as is done in intrapleural pneumo- 
thorax. He has operated more than one hundred 
cases in the past four years and reports that “It is 
possible, under favorable circumstances, to achieve 
the same therapeutic result, that is sought by 
means of selective intrapleural pneumothorax.” 
Schmidt, also in Germany, has used this treatment 
in a larger number of cases, with equally good 
results. Hautefeuille and Dreyfus-LeFoyer in 
France have also reported encouraging results. 

SELECTIVE EXTRAFASCIAL PNEUMOTHORAX 

A few months ago it occurred to us to combine 
the ideas of Semb- regarding extrafascial apicolysis 
with those: of Graf regarding extrapleural pneu- 
mothorax. It seems to us that if a careful dissec- 
tion of Sebileau’s bands is essential to a free 
mobilization of the apex of the lung in thoracop- 
lasty, it is equally important in pneumonolysis pre- 
paratory to an extrapleural pneumothorax. More- 
over, if mobilization of the lung in the extrafascial 
plane has distinct advantages over cleavage in the 
extrapleural plane in apicolysis in thoracoplasty, 
as Semb claims, the same should be equally true 
in extrapleural pneumothorax. Our very limited 
experience in work on the cadaver and clinically 
inclines us quite strongly to the belief that the 
logical approach to Sebileau’s bands is from the 
outside ,or in other words extrafascial. We have, 
therefore, for the present at least, definitely chosen 
the extrafascial route. 

We follow the technique of Graf until the portion 
of the third rib is removed and the anterior layer of 
the periosteum exposed. A short incision is made 
in the periosteum and a most careful search insti- 
tuted for the line of cleavage between the perios- 
teum and the subjacent endothoracic fascia. The 
separation is made, first with the tips of curved 
Mayo scissors. Later, the fingers, and gauze on the 
end of long forceps are used with extreme care, the 
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field of dissection being at all times well lighted by 
a sterile lamp. Where the endothoracic fascia begins 
to blend into Sebileau’s bands three ligaments are 
identified. The costopleural ligament is an exten- 
sion of the endothoracic fascia to the first rib. It 
lies posterior to the first dorsal nerve, as the latter 
crosses the internal border of the first rib. The 
vertebro-pleural ligament is an extension of the 
endothoracic fascia to the prevertebral aponeuro- 
sis. It lies posterior to the first dorsal nerve. Both 
these ligaments can usually be clearly seen and 
should be carefully separated from their attach- 
ments by blunt or sharp dissection. The vertebro- 
pleural-costal ligament attaches the endothoracic 
fascia to the seventh cervical vertebra. It is not 
always present and can usually be easily separated 
by blunt dissection. This dissection is continued 
until the lung is collapsed to the level of the second 
rib below the lower border of the lesion. 

We do not leave a catheter in the wound as Graf 
advised at first, but we close the wound hermet- 
ically after the manner of Schmidt. A flat X-ray 
film is taken immediately after operation. The 
surgical cavity soon fills with serum. After three 
or four days we begin to introduce air, and con- 
tinue refills very much the same as in intrapleural 
pneumothorax. 

Our experience is altogether too recent and too 
limited to justify any conclusions. However, our 
impressions are that this procedure is quite likely 
to prove a valuable addition to collapse therapy in 
pulmonary tuberculosis. 
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Another Method of Pinning Fractures of the Neck of the Femur 


JOSEPH MADISON GREER, M. D. 


Phoeniz, 


T would seem that no program of any Medical 
Association, in which any surgical subject is 
presented, is complete without something being 
said about internal fixation by means of some sort 
of metal pin or screw or nail in cases of intra-cap- 
sular fractures of the femoral neck. 

For years the results of the treatment of intra- 
capsular fractures of the neck of the femur have 
been very disappointing, to say the least; and only 
about fifty-five per cent of satisfactory results have 
been obtained. In the past the best results have 
been obtained in those cases treated after the 
method of Whitman with his heavy plaster casts 
from the toes to the rib margins, holding the thigh 
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Arizona 

and leg in abduction and internal rotation, with the 
plaster well moulded about the trochanter holding 
it forward and inward. 

Another great advance has been made in recent 
years in the treatment of these fractures, and that 
is the securing of better reductions. Leadbetter 
showed us a better method of reduction and also 
showed that one reason why results were so un- 
satisfactory was that reduction was not being ob- 
tained, and that in many cases in which it was 
thought that reduction was satisfactory, in reality 
there was an end to side position. Also about that 
time we were beginning to take lateral roentgeno- 
grams and we were then able to see that many 
reductions were not really reductions at all but end 
to side or angulated positions. 
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The Leadbetter method of manipulation for re- 
duction has now been almost universally adopted 
and that, together with lateral roentgenograms, has 
enabled us to check up on our reductions and secure 
better results. 

RETENTION AFTER REDUCTION 

The improvement in reductions was not the en- 
tire solution of the problem, however, and surgeons 
began to look about for methods to secure more 
satisfactory retention after reduction had been se- 
cured and this without the plaster encasement with 
all its objections. 

Many kinds of metal pins, screws, nails, etc., 
were used. The most popular of these pins has been 
the Smith Peterson Nail, which is a three-flanged 
nail and is driven up through the neck and into the 
head of the femur. Also a popular method of fixa- 
tion is the Moore three-pin method with milled 
nuts on the trochanter ends to hold them in place. 

Many difficulties were encountered in the insert- 
ing of these nails, in the way of selecting nails of 
the right length, and driving them into the trochan- 
ter in such a way as to not displace the head and 
sufficiently far to hold. 

Many ingenious methods were devised in order 
to do this without missing the neck or head frag- 
ment in order that the friction would hold. Suffice 
it to say that this problem was solved by our 
ingenious American surgeons as are many other 
problems. Through study of the end results in 
fractures of the neck and femur it was found that 
if the fragments were well reduced and com- 
pression or impaction was obtained that union was 
more likely to follow. Then the problem was to 
adapt this internal metal fixation, nail or screw, 
or whatever it was, in such a way as to not only 
hold the fragments in apposition but to hold them 
in such a manner that there would be a certain 
degree of compression. 

COMPRESSION IN HIP FRACTURES 

I should like to quote from a paper written by 
Dr. Robert K. Lippman, who has used this method 
of fixation, with what‘he thinks much improved 
results. 

“Evidence of the importance of compression in 
hip fractures is not lacking. Those fractured hips, 
which at one time were treated by various traction 
methods, developed rapid absorption of the femoral 
neck and eventually non-union, although the X-ray 
examinations gave evidence of complete reduction. 
In contrast to these cases are those which, in spite 
of long standing non-union healed with amazing 
rapidity when by means of osteotomy, the fracture 
line was converted from a vertical to a horizontal 
plane, and the compression force of muscle pull 
and weight bearing so utilized. 

“From this evidence, it is reasonable to suppose 
that efficient application of compression to the 
fixation of fresh fractures of the femoral neck 
should increase the proportion of cases to heal 
by bony union.” 

“Wires and nails can be driven home after a hip 
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fracture is impacted, but they can not maintain 
the compression so secured any longer than the 
duration of strong friction between their smooth 
surfaces and the bone. Experience has shown the 
duration of this friction to be often inadequate. An 
instrument utilizing the metal screw has been de- 
signed to secure compression fixation. But many 
wood and metal screws have repeatedly demon- 
strated their inability to maintain and hold on to 
the trabecular bone of the femoral head for suffi- 
cient length of time to permit healing.” 

A screw has been devised to maintain solid im- 
paction for the duration of the healing period. We 
all know that impacted fractures of the neck of 
the femur are more apt to unite than unimpacted 
fractures and we were all taught not to break up 
an impaction as union was more apt to occur if the 
impaction was not disturbed. 

In this screw the end is a modified cork screw 
and designed to rest entirely within the capital 
fragment. It presents a broad surface almost at 
right angles to the axis of the shaft and offers a 
very efficient anchorage for strong traction and 
thus compression or impaction. This screw pene- 
trates easily without previous drilling or hammer- 
ing, and without displacing the head fragment; and 
when in place the trochanteric fragment is forced 
against the head fragment by means of a trochan- 
ter catch, which prevents a rotation of the screw 
and thus loosening; and compression is maintained 
by means of a threaded nut. 


TECHNIC OF TREATMENT 
The technic for the inserting of this pin that we 
have used is as follows: 

1. Reduce the fracture by the Leadbetter 
method and hold reduction with Anderson well 
leg traction, or casts on legs as per Carl Jones. 
or the leg may be held by assistants. 

Make X-Ray and be sure that reduction is 
complete by both lateral and antero-posterior 
radiograms. 

2. Place the patient on the fluoroscopic table 
and elevate slightly so that proper lateral X- 
ray can be made and also so that the surgeon 
can work more easily. If using a general anes- 
thetic, anesthetize the patient and get the 
X-ray tube in position for a lateral radio- 
graph. 

3. Prepare and drape the patient for sur- 
gical operation. 

4. Look at the femur neck, trochanter, and 
head of the femur through the fluoroscope. 
With round nose forceps hold the point of one 
over the center of the head of the femur, and 
another just below the base of the trochanter 
even with the lower half of the neck just where 
the screw is to enter the femur, taking care not 
to distort the skin. 

5. Remove the screen and sterile protection 
sheet and have assistant mark with a dye the 
location on the skin of the center of the head 
of the femur, and also the point at the base 
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of the trochanter, and also draw a diagonal 
line between the two points. This projects on 
the skin the approximate line that the screw 
is to follow. 

6. Make a longitudinal incision about five 
inches long with the center over the trochan- 
teric mark. Expose the bone by carefully sep- 
arating muscles, ligate bleeders ,and remove all 
forceps. Drill a small hole in the cortex of the 
bone just below the flare of the trochanter and 
start the screw, aiming at the mark on the skin 
over the head of the femur. Hold the screw 
parallel with the table top and make sure that 
the thigh is in full internal rotation. Turn the 
screw until well fixed in the bone. 

7. Take a lateral X-ray to make sure that the 
screw is following inside of the neck of the 
femur and properly toward the head. 

8. If the screw is going properly, turn the 
screw until it is well into the head of the 
femur, watching it carefully on the fluoroscope. 

9. Take X-Rays both lateral and antro- 
posteriorly to make sure that the screw is in 
the proper position. 

10. If the screw is in the proper position 
and far enough in the head fragment, put on 
the lock catch and the nut on the shank of the 
screw and screw the nut down tightly. When 
the nut is on tightly, indicating that the frag- 
ments have been drawn tightly together, cut 
off the end of the screw and close the incision. 

11. Stereo-roentgenograms can then be made 
as a final check as to whether the screw is 
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in properly and as to whether there has been 

a proper amount of tension on the lock nut 

to insure good firm impaction of the frag- 

ments; which is an important thing in the se- 
curing of union in a minimum time. 

Of course the question of adequate blood supply 
is the all important thing in securing bony union. 
However, by means of this metal internal fixation 
in which the fragments are held in good position 
with a degree of compression, or impaction, union 
is more often obtained. 

By this method the external fixation in plaster 
is done away with and the active movement of the 
patient tends to promote a better blood supply and 
with greater comfort to the patient. Results are 
certainly better than they were before the use of 
these methods of internal fixation. 


Dr. John Wilson, in a personal communication, 
tells me that he has now pinned about one hundred 
cases with the Smith Peterson Nail, and that his 
results are much better than before he used the 
method. 

CONCLUSION 

In conclusion, I should like to say that it seems 
to me that the ease, rapidity, and accuracy with 
which this method can be used, together with the 
efficiency in which the fragments of the fractured 
neck can be held in position with compression, 
would recommend the method to surgeons who are 
called upon to treat these fractures of the neck 
of the femur. 


Professional Building. 





The Occurrence 


ERTAIN statements which occur in the medical 
press make us question their authenticity. 

For example, reliable statistics prove that during 
the past twenty-five years the mortality rate in the 
registered area of the U. S. for appendicitis has in- 
creased 50 per cent. Another statement is that 
insulin has not reduced the death rate for diabetes. 
One wonders whether these are actual facts, or 
whether they are the conclusions of some one who 
is prone to become pessimistic at times, But if these 
are actual facts it appears discouraging to the 
frantic search which continues for the cure of such 


diseases as cancer, arthritis and arteriosclerosis. 


We see some clue to the problem when we consider 
the results reached in eradicating such diseases as 
diphtheria and smallpox. In other words, the real 
answer is prevention. This is possible, however, 
only when the etiological process has been complete- 
ly solved. Peptic ulcer continues to be one of those 
pathological entities in which a missing chapter 
occurs in the etiological process. A second problem 
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exists in the subject of peptic ulcer, namely, definite 
proof of diagnosis. It is very seldom that the 
stomach or duodenum is incised at the operating 
table in order that the open ulcer is actualy 
viewed. And it is equally infrequent that a patient 
comes to the autopsy table at the time active ulcer 
is present. Therefore, many diagnoses of peptic 
ulcer go unconfirmed, because we are compelled to 
depend on indirect, methods for confirmation. 

The laity fear an ulcer of the stomach almost as 
much as they do cancer. Namely, of course, be- 
cause they feel doomed to stomach trouble the 
remainder of their lives. But the ulcer is seldom 
more than one phase of chronic dyspepsia. 

Peptic ulcer is not an infrequent occurrence. 
Sippy’s best statistics collected from large series 
of autopsies gave evidence of healed or active ulcers 
in five per cent of all adult cases who come to post 
mortem, the great majority of which were healed. 
This fact alone makes the old controversy between 
medical and surgical treatment of ulcer absurd, 
because the great majority of peptic ulcers heal 
spontaneously. 
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OCCURRENCE AND DIAGNOSIS 

That peptic ulcer must and does occur with great 
frequency without producing ulcer distress is evi- 
denced by the number of times we see hemorrhage 
or perforation as the first sign, without ever hav- 
ing had a previous history of ulcer distress. This 
immediately introduces the subject of symptomat- 
ology. There is no condition affecting the human 
body with such a dogmatic, clear cut picture as the 
syndrome of ulcer distress; namely, a distress in 
the epigastrium which occurs about two to four 
hours after meals—a distress which is relieved by 
the ingestion of food or alkalies; a distress which 
is relieved by emptying the stomach of its con- 
tents. This syndrome never varies. The distress of 
ulcer never occurs immediately after the ingestion 
of food, but only after a fairly high concentration 
of free hydrochloric acid is present; and within a 
very few minutes after this acidity is neutralized by 
an alkali or food, or if the stomach is emptied of 
its contents with a stomach tube, the distress 
ceases. If these simple facts are disregarded in 
arriving at the diagnosis of peptic ulcer, whatever 
form of ulcer treatment is instituted invariably fails. 
X-ray and stomach analysis should be used to cor- 
relate and confirm the diagnosis of ulcer, but never 
to make it. Now a patient may be put through 
a routine examination and may have an ulcer, but 
the symptoms may be those of a gall bladder or an 
irritable colon. The X-ray diagnosis of ulcer is 2 
much more concrete bit of evidence than will be 
found in chronic cholecystitis without stones and 
especially of an irritable colon. The patient may be 
placed on an ulcer regime, and the ulcer may be 
healed, but the patient obtains little relief from 
the original distress. And the condition may fre- 
quently be aggravated by the ulcer treatment, 
especially if he is suffering from an irritable colon. 
The end result is that another failure in the treat- 
ment of peptic ulcer is chalked up. Or, the radi- 
ologist is given credit for an incorrect diagnosis. 
And, to add to the situation, the next radiologist 
to examine the patient finds no ulcer after the 
patient has been on ulcer treatment for two or 
three months or longer, and that makes it all the 
more evident that the first radiologist erred. 

A closer relationship between peptic ulcer, gall 
bladder disease and irritable colon will have to be 
recognized and the clinical symptoms of each eval- 
uated before the treatment of chronic dyspepsia 
will have attained more satisfactory results. 


BIO-CHEMICAL ASPECTS 

Regardless of the conclusions of many research 
workers, it is an established clinical fact that ulcer 
distress is associated with the presence of a fairly 
high concentration of free hydrochloric acid. In 
cases of ulcer, when titrated against deci-normal 
sodium hydrate soution, the stomach contents ob- 
tained from the regular Ewald test breakfast will 
disclose a hyperacidity in about 50 per cent of 
cases. The Free HCL will range from 40 to 60 or 
higher. In about 40 per cent of cases the Free HCL 


SOUTHWESTERN MEDICINE 


June, 1938 


will be within normal limits, namely 20 to 40. And 
about 10 per cent will show a hypoacidity below 20. 
But practically all cases will show a hypersecretion. 
The average secretion of a normal stomach is about 
one and one-half ounces. When ulcer is present 
the amount of secretion will rise to six or eight 
ounces and higher. In the relatively rare cases of 
peptic ulcer which reveal a hypoacidity on the 
Ewald test breakfast, a test aspiration of the stom- 
ach contents at the time ulcer distress is at its 
height, frequently reveals fluid that titrates 50 or 
more of Free HCL.. It is admitted that a gastric or 
duodenal ulcer may develop in the absence of Free 
HCL secretion, provided the factor producing the 
local malnutrition is sufficiently destructive to pro- 
duce necrosis of the tissue. Such ulcers are likely 
to be latent, and do not conform to the regular 
distress syndrome. 

Even though it is recognized that an adequate 
concentration of hydrochloric acid must be present 
to produce ulcer distress, no one believes now that 
the hydrochloric acid is in any way connected with 
the direct causative agent of ulcer formation. So 
that presents that age old question of which comes 
first—the egg or the chicken. It seems reasonable 
to assume that some physiological, pathological, 
biological or biochemical process occurs to produce 
the increased secretion of Free HCL, and this in 
turn contributes to the chronicity of ulcer, after 
the ulcer has been produced. This deduction coin- 
cides with the clinical observation that the higher 
figures for Free HCL and the amount of secretion 
invariably accompany the ulcers of long duration 
and which are complicated by some degree of 
pyloric obstruction. 


VASCULAR THEORY OF ETIOLOGY 

The vascular theory of ulcer dates back to Vir- 
chow. That is, that bacteria are carried to the 
capillaries of the stomach wall by the blood stream. 
Sippy, who probably gave the subject of peptic 
ulcer more thought than any other human, was 
never able to arrive at a final conclusion. He felt 
that the vascular theory was the most plausible 
but described the process as the corrosive action 
of the gastric juice, after the factor producing the 
local malnutrition had occurred. Sippy’s conclu- 
sions were arrived at by deduction, after many 
years of observation of a vast amount of clinica! 
material . But it seems that this problem has to be 
solved by the research worker and not by the clini- 
cian. Rosenow made cultures from abscessed teeth 
and tonsils and produced experimental ulcers. But 
Mann, who is one of the most exhaustive research 
workers, feels that he has disproved the vascular 
theory. 

PARA-SYMPATHETIC STIMULATION 

A recent publication by Necheles in whieh he 
summarizes the results of several research workers 
concludes that ulcer is produced by para-sympa- 
thetic stimulation. Para-sympathetic stimulation 
liberates acetylcholine in the venous blood. Acetyl- 
choline produces vaso-constriction of the blood 
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vessels of the stomach which in turn results in an 
anoxemia of the tissues. Ulcer would be the direct 
result of the anoxemia. Such an anoxemia is more 
severe in those regions in which most branches of 
the vagus nerve are distributed, which happens 
to be the lesser curvature of the stomach and the 
duodenal bulb. If it can be proved that this is the 
actual genesis of peptic ulcer, the acetycholine is 
the factor producing the local malnutrition which 
was so frequently spoken of by Sippy. The next 
problem is: what produces the para-sympathetic 
stimulation. The same author speaks of the ner- 
vous instability of ulcer patients. But this cannot 
be accepted as the explanation. Many ulcer pa- 
tients cannot be classified as nervous patients. 
Furthermore, nervous instability is far more fre- 
quent in the female than in the male, while the 
incidence of ulcer in the male, compared to the 
female, is at least five to one. 


RADIOLOGICAL AND AUTOPSY 
CONTRIBUTIONS 

To the radiologist goes the credit for some of the 
most practical knowledge concerning the develop- 
ment of peptic ulcer. I refer to the work of Cole 
of New York. This was presented to the members 
of the profession in this state by Dr. Watkins a 
few years ago. Cole has shown that an ulcer, even 
of the deep penetrating type, may develop within 
24 to 48 hours or even shorter. For this reason he 
believes that when an ulcer is seen in X-ray exam- 
ination it is always in the healing stage. He also 
presents evidence to show why duodenal ulcer tends 
to become chronic. This latter view coincides with 
the recent survey made by Portis, of Chicago, in 
evaluating the findings in a series of over 9,000 
consecutive autopsies in Cook County Hospital. 
Five per cent revealed evidence of peptic ulcer 
which is the same figure reported by Sippy 20 years 
ago. Portis also disproves the prevailing idea that 
80 per cent of peptic ulcers are duodenal. The ma- 
terial examined for scars of healed ulcers showed 
that ulcer occurred with almost equal frequency 
of either side of the pyloric ring. The interpreta- 
tion of this is that gastric ulcer tends to heal 
spontaneously, while duodenal ulcer tends to 
chronicity. 

TREATMENT 

Concerning the treatment of ulcer, the Sippy 
treatment is the only one which has withstood the 
test of time. However, an ulcer may be healed on 
the Sippy regime today, but we have no assurance 
that a new ulcer will not develop tomorrow. In re- 
gard to surgical treatment there are those who 
advocate extensive resection of the ulcer bearing 
area. This entails a mortality rate far too high 
for practical consideration. Gastro-enterostomy is 
the operation of choice and careful selection of 
cases give good results. Chronic, recurrent duo- 
denal ulcer which has produced at least some de- 
gree of pyloric obstruction along with dilatation of 
the stomach, and is accompanied by hypersecretion 
and hyperacidity responds best to this type of oper- 
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ation. In the steer-born type of stomach, without 
pyloric obstruction, but instead usually empties 
more rapidly than normal, and in which there most 
probably will be a very high acidity but not such 
a high degree of hypersecretion, gastro-enteros- 
tomy fails to relieve much of the distress, but in- 
stead is frequently followed by a much more aggra- 
vating chain of symptoms, and the very probable 
development of stomal ulcer. Ironically enough, 
the type of ulcer which responds best to surgical 
treatment is the type which responds best to medi- 
cal treatment also. Unless, of course, too much 
tissue narrowing has occurred in the pyloric ring 
in which case the gastro-enterostomy becomes an 
indispensible adjunct in the medical treatment. 
Another observation is that young, or middle-aged 
adults should not be submitted to operation. Can- 
didates for gastro-enterostomy should have at least 
reached the fifth decade. All of which probably 
means that time should be allowed for a certain 
amount of pyloric obstruction to develop. 


COMMENT 

If peptic ulcer is produced by the streptococcus 
entering the vascular system and migrating to the 
wall of the stomach, as has been suspected for 
years, two questions present themselves. First, is 
there a specific strain of streptococci which pro- 
duces ulcer, the same as a specific strain which 
produces scarlet fever; and another specific strain 
which produces erysipelas? Second: if it is the 
streptococcus, could it be the streptococcus existing 
in symbiosis with some other organism in the body. 
If peptic ulcer were produced by such a process it 
would seem that it were a definite clinical entity 
which would be comparatively easy to eliminate 
by clearing up all possible foci, plus direct treat- 
ment of the ulcer. This is exactly what so fre- 
quently fails to happen. The vascular theory has 
not only been disproved experimentally by Mann, 
but it has been disproved many, many times clin- 
ically. After all possible foci of infection have 
been removed, and an ulcer treated to the point 
where symptoms have been controlled sufficiently 
long to assume that it has healed, the so-called 
ulcer diathesis presists. Either a new ulcer occurs 
or the old ulcer recurs. It seems more than likely 
now that it is a new ulcer that occurs when ulcer 
distress returns after a fairly long interval, instead 
of the old one recurring. If such a condition as an 
ulcer diathesis exists, peptic ulcer is not a clinical 
entity. But instead it is part of a constitutional 
process or disease. If peptic ulcer is part of a 
constitutional process it would seem that produc- 
tion through sympathetic stimulation is a logical 
approach. If the cause of the sympathetic stimu- 
lation can be discovered it will probably be found 
also that the same agent stimulates the HCL- 
producing glands of the stomach, resulting in 
hyperacidity and hypersecretion. And also the 
sympathetic stimulation is the direct cause of the 
nervousness or the nervous instability which occurs 
in ulcer patients, when the latter is present. If 
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peptic ulcer is part of a constitutional disease, the 
folly of direct treatment to the ulcer itself is appar- 
ent. 


15 E. Monroe St. 


DISCUSSION: Dr. V. G. Presson, Tucson 

We are indebted to Dr. Milloy for bringing to 
us in such a logical and forveful way an up-to-date 
resume of our knowledge by his own observation 
and clinical experience. He has discussed the etiol- 
ogy, prevention, diagnosis and treatment of peptic 
ulcer. He has sounded the keynote in making us 
realize that the disease is just as entitled to pre- 
ventive medicine as are diphtheria, smallpox and 
other diseases for which we have found preventive 
measures. 

In searching for the etiology of peptic ulcer it is 
an age old story and a satisfactory answer in all 
probability has not yet been found. As has been 
brought out, an overabundance of free hydrochloric 
acid undoubtedly is a factor in the clinieal course 
of the diséase. However, there are many cases of 
hyperchlorhydria where there are no ulcers present, 
and occasionally, as Dr. Milloy has shown us, there 
is a case of active ulcer with a normal or hypo- 
chlorhydria. But these are in the minority and do 
not usually present the picture of ulcer pain. 

Dr. Milloy has discussed the vascular theory of 
bacteria implantation in conjunction with the fac- 
tor of regional malnutrition. This paper also very 
properly takes up the theory of production of ulcers 
by parasympathetic stimulation with its accom- 
panying pathological changes, blood chemistry and 
disturbed physiology in the stomach wall. At the 
present time this theory is being given great 
thought by research workers and clinicians and it 
is quite possible that in the end this will prove to 
be our main etiological factor. 

Regardless of the etiology of the peptic ulcer 
and the necessity for further study of this prob- 
lem in order to reach preventives the clinician has 
to deal with facts and those facts are that the 
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patient is in distress and is seeking relief. Until 
such etiological and preventive facts are brought 
out clinicians are obliged to use whatever weapons 
they have at hand to combat this condition. It is 
my personal opinion that from a medical standpoint 
rest, bland diet, sedatives and antispasmodics are 
the primary weapons for use, with alkalis cut to a 
minimum. I think it goes without successful con- 
tradiction that the greater majority of physicians, 
both surgeons and internists, feel that the medical 
regime is the proper course in the treatment of 
peptic ulcer until it has proven itself to be a failure 

Surgery, while not entirely a method of ‘ast 
resort, should be held in reserve as long as feasible. 
It is recognized, I think, that surgery after medical 
treatment is indicated for those ulcers showing 
hemorrhagic and penetrating tendencies, also for 
those ulcers which may not necessarily be within 
the above classification but do not respond to 
medical treatment. As a subheading of the latter, 
I would include those where the patient for various 
and sundry reasons has not been able to satisfac- 
torily follow a medical regime. Theoretically, of 
course, this is always possible, but practically we 
find that many times economic conditions, per- 
sonal makeup, and plain everyday non-co-opera- 
tion will prévent successful medical regime. In 
these cases I believe that surgery is indicated. 

The type of surgery varies, of course, with the 
individual and the symptoms that he has produced. 
I have about arrived at the conclusion that gas- 
troenterostomy is not a successful procedure except 
in latent ulcers’ which are inactive or have ob- 
structive tendencies. With the active ulcer, partial 
gastrectomy, removing the acid bearing part of the 
stomach should be well considered as the surgical 
procedure offering the best end results. So many 
times in gastroenterostomy with the acid-bearing 
part of the stomach left intact, there appears gas- 
rojejunal ulcers. At the same time it so frequently 
allows food and other stomach contents to pass 
through the pylorus and results in a continued irri- 
tation to the ulcer and the duodenum. 
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OLIOMYELITIS is a seasonal disease which at 
the moment is receiving public attention out 
of all proportion to its incidence and importance. 
For the first 33 weeks of 1937 there were reported 
in the United States only 3,448 cases of poliomyel- 
itis, as compared with 164,859 of scarlet fever, 
7,974 of smallpox and 8,185 of typhoid fever. For 
this same period approximately 23,400 people were 
killed and 614,000 injured in automobile accidents. 
To put the comparison in other terms: for each 
case of poliomyelitis there were 2% cases of small- 
pox, 2% of typhoid, 6% killed in auto accidents, 
47%, of scarlet fever and 178 injured in auto acci- 
dents. 

In Texas alone, for the same period of 1937, there 
were only 398 cases of polio, both adults and chil- 
dren, but automobiles have injured approximately 
535 school children and killed 91! 

The drama of the respirator, Warm Springs, 
Georgia, ballyhoo, the fostering of hospitals for 
the care of crippled children, the beneficent re- 


search activities of large charitable foundations 
combined with modern methods of communication, 
have conspired to magnify the importance of infan- 
tile paralysis. The ultimate conquest of the disease 
through co-operative research and controlled clin- 
ical study is nevertheless important, and this need 
simultaneously is a confession of our present ignor- 
ance. It must be admitted that in spite of intensive 
study both in the field and in the laboratory, knowl- 
edge concerning fundamental facts is still lacking. 
Precisely, how is the disease transmitted? What 
determines immunity to it? What are the bio- 
logical properties of the virus? Why is it most 
prevalent at this season of the year? How can the 
disease be controlled? These queries could be 
answered with reasonable satisfaction were we deal- 
ing with typhoid fever, tuberculosis, smallpox, 
diphtheria and a number of other infections, but 
with poliomyelitis they all remain enigmas. 


It is axiomatic that knowledge is concise, but ignorance is 
loquacious. In the discussion which is to follow there has 
been an attempt to present a brief summary of both fact and 
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theery end to give emphasis to those aspects of the disease 
which relate to its attempted control and treatment. 


DEFINITION 

Acute anterior poliomyelitis is an acute specific 
infectious disease, especially common in young 
children, caused by a filterable virus character- 
ized in a variable proportion of cases by general 
symptoms of infection, by signs of invasion of the 
central nervous system and finally in the typical 
cases by paralysis localized or widespread, which 
may prove fatal. 

Much has been learned through experimentation 
with monkeys and statements regarding manifes- 
tations of the disease in man are often largely or 
entirely based upon animal studies. 

That man and monkey react in identical man- 
ner is an unproved premise. In many respects the 
premise bears witness of truth, in others it re- 
mains only a premise. 

For example: poliomyelitis has never been known 
to occur naturally in monkeys, but only in man; 
the disease is always induced by man through 
highly artificial methods, such as intracerebral or 
intranasal inoculation with relatively large doses 
of virus. The response to such inoculation differs 
in man and monkey in several known ways as will 
be mentioned later. 

In 1909 Landsteiner and Popper succeeded in 
transmitting the disease to a monkey by injecting 
intraperitoneally the emulsified sp:nal cord of a 
child who died of poliomyelitis. Flexner later used 
the intracerebral route successfully. When virus is 
spoken of, emulsified spinal cord of man or mon- 
key is still meant, for the virus has not been iso- 
lated in even remotely pure form. The virus is 
invisible, has an average diameter of 8-12 m. u., 
has been grown in tissue culture containing mon- 
key serum and chick embryo brain, is destroyed 
by heating to 50 degrees C. for half an hour, by 
sunlight, and by peroxide; resists light, drying, 
freezing, 50 per cent glycerol, 30 per cent salt solu- 
tion, and 0.5 per cent phenol. In 50 per cent gly- 
cerol the virus has been preserved for six years. 
It is probable that not all strains of virus possess 
the same virulence for apparently spontaneous 
fluctuations occur as shown by varying morbidity 
and mortality. In man the virus is probably infec- 
tive during the incubation period and the first 
ten days of illness, though it may rarely persist 
in the nasal secretions for a number of weeks. 

TRANSMISSION 

The complete story of the mode of transmisison 
in man is untold. The virus has been recovered 
in the nasopharyngeal secretions of healthy car- 
riers, of those acutely infected with the disease, 
and of convalescents. It has also been found in the 
feces. At autopsy it is uniformly present in the 
spinal cord during the acute phase. In the monkey 
following nasal instillation of the virus its path- 
way has been traced to the olfactory nerves in the 
nasal mucosa, through the cribriform plate of the 
frontal bones, to the olfactory bulb, down the trac- 
tus olfactorious to the hippocampus in the hypo- 
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thalamic region, through the medulla oblongata 
to the cervical, thoracic and lumbar cord. Virus 
purposely introduced into an extremity first in- 
vades that segment of the spinal cord which inner- 
vates the site of inoculation. It is believed, there- 
fore, that the commonest mode of transmission is 
by droplet infection to the olfactory nerve endings 
in the nasal mucosa and thence to the central 
nervous system as outlined. Two other routes have 
active proponents: via the gastro-intestinal tract 
and their sympathetic nerves to the cord, and by 
way of the blood stream. Epidemiological data 
support the intestinal route as occasionally the 
one of natural infections; at least two explosive 
outbreaks have been traced to contaminated milk. 
Trask has recently shown that experimental inocu- 
lation of denervated skin flaps in monkeys may 
result in infection of the cord of the animal; he 
assumes that the route must be hematogenous in 
this case. However, the virus has never been iso- 
lated from the blood of man or monkey. Only once 
or twice has it been recovered from the spinal 


fluid. 

The “globoid bodies’’ of Flexner and Noguchi (1918) and 
the pleomorphic streptococci of Rosenow (1916. as causative 
agents of poliomyelitis have never been confirmed by other 
investigations and may be dismissesd. 


OCCURRENCE 

The disease has been endemic in Scandinavia for 
at least a century and a half. 

In the United States it first attracted wide atten- 
ion in 1905 when it occurred as a pandemic. The 
most severe and the largest epidemic ever recorded 
struck New York City in 1916 when over 9,000 
cases were reported and the mortality was 26.9 
per cent; in 1935 this city had 2,022 cases with a 
mortality of only 4.2 per cent. Since the begin- 
ning of the century it appears that the population 
of the United States has been undergoing a gradual 
process of immunization through contact with the 
virus. 

There are three epidemiological features which 
are shared with meningococcal meningitis: first, 
“widely separated communities are often simul- 
taneously attacked when there exists no obvious 
connection; second ,the proportion of people con- 
tracting the disease is usually very small, and 
third, the occurrence of more than one case in a 
family is comparatively rare.” (Stimson.) There 
are recorded in the literature striking exceptions 


to all these statements, however. 

Poliomyelitis is primarily a disease of childhood, the ma- 
jority of cases occurring under the age of 5 years. Comparing 
the age distribution in New York City: from 1907 to 1935 
shows a striikng tendency for the older age groups to be 
attacked in recent years. For example, in 1907, 86.6 per cent 
of the cases occurred under 5 years, in 1935 only 32.8 per cent 
were under 5 years; this shift is seen to be gradual through 
1916 (77.9 per cent) and 1931 52.3 per cent). 

In essentially rural populations there exists a higher inci- 
dence in the higher age periods than among urban groups. 

Boys are more commonly affected than girls in the ratio 
of 3 to 2. 


Why the infection should occur chiefly during 
the late summer and early fall in the Northern 
hemisphere, and late winter and early spring in the 
Southern hemisphere is not clear. Aycock studied 
the seasonal prevalence of infantile paralysis in the 
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United States over the period from 1912 to 1922 
and demonstrated that in addition to the major 
peak in the summer that there was a definite sec- 
ondary or minor increase in March or April, sug- 
gesting the possibility of two modes of transmis- 
sion. If the respiratory tract is the portal of entry 
of the virus and if the virus is spread through 
droplet infection, it is strange indeed that the 
disease should have its greatest incidence in late 
summer when other respiratory infections are at 
their lowest ebb. Social status and state of health 
have no bearing on the occurrence of infection. 
That certain individuals fail “to make adequate 
physiologic adjustments to varying climate and 
season” and that this failure is probably dependent 
upon an hereditary influence on susceptibility is 
a theory put forth by Aycock and by Jungeblut. 
Aycock found from a survey of the disease in New 
England where poliomyelitis has a comparatively 
high prevalence that 51 per cent of cases gave a 
history of poliomyelitis among relatives compared 
to 5 per cent of normal non-poliomyelitic indi- 
viduals in the same section; the same observation 
he made later in a Southern state where the re- 
ported prevalence was low. Careful anthropometric 
measurements of 109 poliomyelitis patients were 
indicative of endocrine differences, namely in- 
creased span, increased lower measurement and 
decreased upper measurements as compared with 
the normal, that is a tendency in the direction of 
deceased pituitary and gonad function. In support 
of this possibility of such constitutional differ- 
ences acting to alter susceptibility are “recent de- 
velopments in the fields of endocrinology—thin- 
ning of the vaginal mucosa by castration, and re- 
cornification through administration of estrin; the 
finding that changes of similar origin occur in 
the vaginal mucosa during pregnancy, and more 
especially the participation of the nasal mucosa 
and other structures of ectodermal origin in these 
changes.” Aycock, with these considerations in 
mind, castrated 24 female monkeys. “After 24 
days, 12 of the animals were treated daily with 
intramuscular injections of 2,000 International 
units of esterin in oil (Squibbs amniotin). and then 
given intranasal instillations of a 5 per cent sus- 
pension of poliomyelitis daily for 6 or 7 days. An 
equal number of castrate monkeys not treated with 
estrin, and given intranasal instillations of the 
same virus at the same time as the estrin monkeys 
were used as controls.” Seven out of 12 of the 
estrin-treated animals survived instillations of the 
virus, only two of the controls survived. In the 
five estrin monkeys which developed poliomyelitis 
the average incubation period was longer than in 
the control animals which developed the disease. 


Jungeblutt postulates a hypothetical maturation factor de- 
pendent upon normal pituitary function as the agent respon- 
sible for the rising curve of immunity as age advances. 


PATHOLOGY 
There will be no mention of the pathology of 
poliomyelitis except to state that it is character- 
ized by ‘nerve cell degeneration, edema, perivascu- 
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lar infiltration, hemorrhage, congestion, neurono- 
phagia, necrosis and gliosis, all most intense in 
the anterior horns.” Arguments as to whether cer- 
tain changes are the direct effect of the virus or 
whether some or all are due to a hypothetical 
virus-toxin must remain fruitless until more 
knowledge of the composition or antigenic struc- 
ture of the virus is available. It is of interest that 
over two-thirds of all patients who have survived 
treatment in respirators have succumbed to pneu- 
monia within a year. 

The blood in poliomyelitis shows nothing char- 
acteristic in the total or differential counts. 

Changes in the spinal fluid are not pathogno- 
monic but are helpful in diagnosis. The fluid 
usually appears to be clear, but if observed by 
strong reflected light it has a faintly ground glass 
appearance if the cells are 400 or over per c. mm. 
The cells vary from 15 to 2,000; in the very early 
stages granulocytic cells may predominate bui 
within a few hours 90 per cent or more are lym- 
phocytes. The protein is increased so that the 
Pandy or Nonne tests are positive. The last ves- 
tige of abnormality as the disease progresses to 
convalescence consists of increased protein, the 
cells having already returned to normal numbers. 


IMMUNITY 

Permanent immunity is conferred by an attack 
of the disease. Flexner and Lewis in 1910 demon- 
strated that monkeys which had recovered from an 
attack were not subject to reinfection. Romer and 
Joseph in Germany, Levaditi and Landsteiner in 
France, and Flexner and Lewis in this country 
“almost simultaneously disclosed the existence in 
the blood after recovery from the disease of neu- 
tralizing antiviral bodies.” Such blood serum when 
mixed with virus and injected into monkeys was 
innocucous, whereas normal monkey serum mixed 
with virus invariably produced the disease. These 
observations still constitute the only method of 
determining whether a given individual is immune. 
Whereas the blood of normal monkeys invariably 
fails to protect, it was found by Anderson and Frost 
in 1911, Peabody, Droper and Dochez in 1912 and 
finally through extensive investigation by Aycock 
and his associates culminating in 1930, that the 
blood of a high percentage of adults, namely about 
87 per cent, who had never had recognizable signs 
of illness with poliomyelitis, possesss considerable 
antiviral properties and that the blood of young 
children, even when they have had an attack of 
the disease, may not develop promptly neutralizing 
power against poliomyelitis or may develop it in a 
lesser degree than adults. These observations con- 
stitute the chief basis for the belief that contact 
with the virus is widespread and that there re- 
sults a process of unperceived-subclinical-immuni- 
zation of the population, thus explaining the anti- 
viral bodies now so generally found in the blood 
of normal persons; “that it is only the rare indi- 
vidual who,” as Aycock describes him, is “exquisite- 
ly susceptible” and develops the disease. It has 
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been estimated that for every clinically recogniz- 
able infection there are many hundred subclinical 
infections. The blood of new born infants often 
contains temporary antibodies from passive trans- 
placental transmission; these antibodies are lost 
by the second to the fourth month, but thereafter 
they are found with increasing frequency until at 
the age of 15 years in urban population approxi- 
mately 75 per cent of children contain them. 

Attempts to actively immunize have been made 
in a variety of ways, many injections of small 
amounts of virus, repeated subcutaneous injections 
of virus presumably inactivated by aluminum 
hydroxide (Rhoads); use of virus preparations 
thought to be attentuated by chemical or physical 
means (Aycock and Kagan, Brodie and Park, and 
Kolmer); virus in collodion sacs inserted intraperi- 
toneally; virus intranasally and intravenously. 
Initially experiments in some cases raised the hope. 
that at last a safe method of active immunization 
had been found, but further use of the particular 
vaccine demonstrated that each in turn was un- 
safe; an occasional monkey developed the disease 
and became paralyzed or died. Kolmer in Phila- 
delphia prepared a recinoleated vaccine which was 
used quite extensively in North Carolina in at- 
tempted prophylaxis during the 1935 epidemic; the 
tragic consequences of that clinical experiment are 
common knowledge for Leake of the United States 
Public Health Service in careful observation of 
these inoculated children showed convincingly that 
a number of them undoubtedly developed the dis- 
ease and became paralyzed as a direct consequence 
‘of their inoculation with Kolmer’s vaccine. 


Kolmer’s. vaccine consisted of a 4 per cent. suspension of 
monkey spinal cord containing virus and 1 per cent sodium 
ricinodleate riperied four weeks in a refrigerator; intracerebral 
inoculation of monkeys caused poliomyelitis but the disease had 
a longer incubation period and was less severe than normal. 
He advocated 0.25, 0.50 and 0.55cc at. weekly intervals. 


Although the innoculum prepared and used as a 
vaccine by Brodie and Park contained the virus in 
completely inactivated (dead) state and none of 
over 3,000 children inoculated with their product 
developed poliomyelitis traceable to their inocula- 
tion, nevertheless the Kolmer tragedy indicated 
that the human use of poliomyelitis vaccine was 


decidedly premature and dangerous. 

Brodie’s vaccine contained monkey spinal cord virus inac- 
tivated by the addition of 0.1 per cent formaldehyde for six- 
teen hours. Of a 10 per cent suspension he administered 1 to 
2.5cc intracutaneously and the remainder of 5cc subcutaneously 
in the abdominal wall and repeated the injections after ten to 
fourteen days. He showed that this results in an appreciable 
antibody production in monkeys and man the amount com- 
paring favorably with that developed by an attack of the 
disease itself. 


“Fifteen instances of second attacks of poliomy- 
elitis have been recorded, but relapses within two 
or three months while the process is still active 
are not unusual.” (Stimson.) 

A temporary passive immunity for two or three 
weeks is demonstrable in monkeys following the 
injection of immune serum. Flexner in 1933 rec- 
emmended that children be so protected, using 
pooled adult serum; this method was tried in 
Pennsylvania the same year but so far as I am 
aware, results were inconclusive due to the small 
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numbers injected and the consistently low attack 
rate of the disease. The method, even if effective, 
is highly impractical for passive immunity so con- 
ferred lasts only three weeks at best; the poliomy- 
elitis season is 12 to 16 weeks long, so that each 
individual, to be protected throughout the season, 
would require four to five injections of about an 
ounce of serum each time. 

In prophylaxis vaccines have been discarded as 
dangerous, though they warrant further study; 
passive immunity with serum is most impractical 
and in man, remain unproven in value. Does 
chemotherapy have anything to offer at the pres- 
ent time? 

The answer must be an emphatic “no” both in 
prophylaxis and treatment of poliomyelitis. So 
far as I have been able to learn from a search of 
the literature and from personal communication 
there is not the slightest evidence that sulfanila- 
mide or any of its relatives has the least effect 
in inhibiting activities of the virus of poliomyelitis. 
Instead, there is evidence to the contrary. Aycock 
at Harvard tried protosil on a number of polio- 
myelitis monkeys “without any effect.” Perrin 
and Long at Johns Hopkins studied the use of 
sulfanilamide in monkeys “with completely nega- 
tive results.” It is to be hoped that further studies 
may reveal an effective chemotherapeutic agent 
but it should be clearly understood that such an 
agent has not yet been discovered. 


NASAL BLOCKADE 

Prevention of infection by nasal blockade has 
been attempted experimentally in various virus 
diseases since 1920 when Flexner and Amoss used 
chlorinated organic compounds in studies of polio- 
myelitis. In 1934 Olitsky and Cox rendered mice 
resistant to the virus of equine encephalomyelitis, 
with tannic acid. Armstrong and Harrison of the 
U. S. Public Health Service in 1935 and 1936 re- 
ported studies in monkeys and later in men on the 
application of a 2-4 per cent solution of alum 
intranasal infection with poliomyelitis virus. After 
an adequate study in Alabama in 1936, Armstrong 
condemned the use of these sprays as the incidence 
of the disease among sprayed children was sig- 
nificantly higher than among the controls in the 
same community. It is therefore a reasonable in- 
ference that nasal spraying in this instance 
actually increased susceptibility rather than af- 
fording protection. 

The repeated use of such astringents may harm 
the mucous membranes and thus make them vul- 
nerable. A number of years ago Aycock reported 
that operations on the upper respiratory tract 
lowered resistance of the individual to invasion by 


the virus of poliomyelitis. 

More recently Armstrong, Sabin, Schultz and Gebhardt have 
demonstrated that a solution of 1 per cent zinc sulphate, 1 
per cent pontocain and 0.5 per cent sodium chloride, when 
applied to the olfactory area of the nasal mucosa of monkeys, 
protects all except an occasional animal against subsequent 
instillation of poliomyelitis virus. Up to the present time, 
however, no data are available on the application of this 
method to human practice. Only a well controlled study in- 
volving thousands of observations can give us a satisfactory 
answer . (Since this paper was written, reports from Toronto 
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of a controlled study of many hundreds of sprayed cases indi- 
cate that spraying the nasal mucosa is of no value in prevent- 
ing poliomyelitis in man.) 

Therefore, in view of the facts that the mechanism of im- 
munity is known to differ strikingly in man and monkey, that 
the disease has never occurred spontaneously in monkeys, 
that experimental blockade of the olfactory mucosa with 
various caustic chemicals, though successful in high degree 
in monkeys, has, when applied to man, actually increased 
his susceptibility, that the attack rate is extremely low and 
that there is no possibility of determining the value of the 
spray except in large, well-controlled studies it would seem 
that we are not justified at the moment in recommending 
widespread application of the nasal spray. 


CLINICAL ASPECTS 

The incubation period in man has not been de- 
termined accurately but probably lies between six 
and twenty days, the majority between seven and 
fourteen. The incubation period of the experi- 
mental disease in monkeys following intranasal 
introduction of virus averages six to ten days. 

The clinical manifestations of poliomyelitis are 
so protean and their descriptions so easily avail- 
able in textbooks that I shall only briefly mention 
them. 

The complications are almost entirely limited to 
pneumonia, which may supervene as the terminal 
episode in the acute stage of respiratory paralysis. 
As previously stated, over two-thirds of all patients 
surviving treatment in the respirator have died 
within a year of pneumonia. It is possible that 
with more careful control of rate and depth of 
artificial respiration in each individual case that 
this late complication may be averted. 

Failure of the medullary respiratory center in the 
early stages and atelectasis and pneumon‘a in the 
later ones are the causes of death. 

The mortality varies from 26.9 per cent to 4.2 per 
cent, the average being 10 to 20 per cent. 


PROGNOSIS 

Prognosis in individual cases must await the 
revelations of passing time. It is quite impossible 
to predict at the onset whether a child will have 
an abortive attack, mild or severe paralysis, or 
whether he will survive. Even though extensive 
paralysis occur in the acute stage, we are wholly 
incapable of knowing in advance what degree of 
recovery of neuromuscular function will ensue. Of 
ten paralyzed cases one dies, six are permanently 
paralyzed, three have temporary paralysis only. 
For every ten paralyzed cases, twenty or thirty 
have meningeal symptoms only; perhaps fifty or 
more show constitutional manifestations only; and 
several hundred, though infected, remain well and 
become immune. A small proportion, about 10 to 
15 per cent of those who develop meningeal symp- 
toms, show a double rise of temperature, erron- 
eously called the “dromedary” type of onset. The 
dromedary has only one hump, the true camel or 
bactrian has two. 

CARRIERS 

Knowledge of the periods of infectivity is frag- 
mentary and is premised upon recovery of the virus 
from the nasopharyngeal secretions of monkeys in 
a relatively small number of cases, the presence 
of the virus being demonstrable only by inocula- 
tion. Healthy carriers and convalescent carriers 
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have been identified by this method, but it is 
wholly impractical as a means of controlling the 
disease in a community. It seems probable that 
Patients are able to infect others during the later 
portion of the incubation period and for the first 
week or ten days of the paralytic disease, possibly 
much longer in a few instances. 

Patients are usually isolated and quarantined 
for 14 to 21 days; the shorter period is probably 
adequate. Exposed children and food handlers are 
best quarantined for 14 days. Experience has 
shown that closure-of schools in case of school ex- 
posure or in the face of an epidemic has had no 
influence upon the incidence of the disease. How- 
ever, the emotional state of a community may 
require school closure for two weeks or longer, 
though it is decidedly questionable whether such 
action allays or augments parental panic. 

TREATMENT 

The history of specific treatment of poliomyel- 
itis dates from 1911 when Netter in Paris, seizing 
upon the experimental studies of Flexner showing 
that anti-viral bodies are present in the blood of 
monkeys recovered from the disease, introduced 
the use of convalescent serum in the treatment of 
poliomyelitis. The literature of the intervening 
years is strewn with scores of studies and divergent 
conclusions; many of them are uncritical; others 
will not stand statistical analysis and must be dis- 
missed as mere opinion. The great body of accept- 
able evidence and authority strongly upholds the 
view that once signs of infection are present, or 
even in the early stages in invasion and long before 
the pre-paralytic and paralytic stages are reached, 
the virus is within cells of the central nervous 
system and is therefore beyond the reach of 
humoral antibodies. 


Aycock of the Harvard Infantile Paralysis Commission is per- 
haps our leading authority on poliomyelitis; in a personal 
communication he has stated: 


“Nothing has arisen to change my views on 
convalescent serum preparalytically. The evidence 
from the 1931 epidemic, I think, was fairly conclu- 
sive. I notice this summer serum has been more 
or less advocated, such arguments being used as 
‘the patient feels better after serum, the tempera- 
ture goes down, the stiff neck is less, etc.’ But, 
after all, I see no particular evidence that the serum 
diminishes paralysis or the chances of paralysis. It 
is surprising how often I encounter the argument 
that, ‘it does no harm, and so why not use it, It 
has seemed to me that merely because something 
does no harm is not much of an excuse for using 
it; there should be some reason for believing or at 
least hoping that it does some good.” 


Schwentker, Director of Medical Research of the Baitimore 
City Health Department, in a personal letter has written: 


“I do not believe that convalescent serum or adult 
whole blood are of any benefit once symptoms of 
the disease have developed, including the pre- 
paralytic stage. In my opinion, it is very difficult 
to decide in any case whether the condition as it 
exists is pre-paralytic or whether the disease is 
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non-paralytic. Certainly during epidemics the 
majority of cases in which we make a diagnosis 
of pre-paralytie stage because of signs of meningeal 
irritation and increase of cells in the spinal fluid 
never show any paralysis and are therefore more 
rightly called non-paralytic than pre-paralytic 
Much of my opinion on the uselessness of serum 
after the onset of symptoms is based on analogy 
with other virus diseases where definite experi- 
mental work has shown that amelioration can only 
be produced if convalescent serum is given shortly 
after the introduction of the virus and never after 
symptoms have developed.” 


Many other authors may be cited who hold the 
same views. One is forced to conclude that the 
therapeutic use of immune serum has little or no 
value, and that it had best be abandoned. 


Kubie, in 1932, on the basis of experimental work in animals, 
suggested that forced spinal drainage might be of value in 
treating infections or intoxications of the central nervous 
system .The technique consists of the continuous intravenous 
administration of hypotonic saline solution (0.6 per cent) and 
simultaneous spinal drainage through a needle in the lumbar 
space both continued for many hours. The theory is that the 
perivascular and interstitial spaces are flushed of bacteria, 
viruses or toxins. The method has been tried in acute polio- 
myelitis; I have had experience with the method in children. 
Results are not amenable to analysis in the small series of 
cases tried. On theoretical grounds since viruses in general 
seek an intracellular locus and since immune serum has proven 
practically valueless, there is no reason to believe that Kubie’s 
forced spnial drainage could alter the natural course of 
poliomyelitis. Furthermore to safely carry out the technique 
complete immobilization of the hyperesthetic or disoriented 
patient is required necessitating anaesthesia or physical re- 
straint even to the point of applying a plaster: cast! This 
method of treatment is not recommended. 


As previously stated, there is no chemotherapy 
available at the present time. 

Treatment of the poliomyelitis patient in the 
acute stage “boils down” to a diagnostic lumbar 
puncture, symptomatic therapy, splinting of in- 
volved limbs in neutral position by sandbags; with- 
holding all exercise, electric stimulation and other 
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forms of physiotherapy until all muscle tenderness 
has subsided; isolation; and finally skilled ortho- 
pedic care of the patient who is so unfortunate as 
to suffer from residual paralyses. General hygiene, 
including rest, fresh air, nourishing food, goes 
without saying. Patients with respiratory paresis 
may require relief in a mechanical respirator. 
COMMENT 

This review thus ends in an atmosphere of pes- 
simism. But there are some reasons for preserving 
a buoyant hope that the disease must ultimately 
yield to man’s indomitable search for new knowi- 
edge. 

Other avenues of study that beckon us are 
further studies of active immunization; the role of 
constitutional and endocrine factors in determin- 
ing susceptibility; and whether the biseasonal inci- 
dence of the disease may in some way be correlated 
with variations in solar energy. 

Several] viruses have now been isolated in prac- 
tically pure, even crystalline form, in sufficient 
quantities to permit chemical and immunological 
analysis of their antigenic structures. The tech- 
nique of tissue culture has provided a means of 
growing an unlimited quantity of many viruses 
heretofore obtainable in only small amounts. The 
virus of poliomyelitis has recently been grown in 
vitro. Thus we have reason to believe that within 
the near future the virus of poliomyelitis will be 
obtainable in considerable quantity, that biochem- 
ical separation, and physical purification in the 
ultracentrifuge will yield a pure virus that can be 
subjected to the various techniques of immunology 
and biochemistry, and that these disciplines will 
revea] the answers to some or all of the questions 
about poliomyelitis set forth. 


First National Bank Building. 





Adequate Treatment of Syphilis* 
By EVERETT C. FOX, M. D. 


Dallas, 


YPHILIS has been known in modern history for 
400 years. In that time it has become, except 
for the common cold and gonorrhea, among the 
most prevalent of communicable diseases. The 
causative organism has been known for thirty- 
three years, the Wasserman reaction available for 
thirty-twe years, and arsphenamine therapy in 
use for thirty years. No other disease has been so 
long ignored with all these facts known, Some- 
one has stated that if syphilis were coughed and 
sneezed, it would have been wiped out long ago. 
The prevalence of syphilis is more widely recog- 
nized today than ever before because of the recent 
educational measures which have been utilized— 
radio, daily press and many periodicals. We are 
now in the midst of a great movement to eradicate 
syphilis, and in this plan the medical profeSsion 


*From Baylor Medical College, Department of Dermatology, 
and Dallas Venereal Disease Control Clinic. 


Texas 


must be enlisted and their co-operation obtained. 
Physicians must be encouraged to make earlier 
diagnoses, especially by means of the dark-field 
microscope, followed by the institution of treat- 
ment in the seronegative primary phase of the 
disease. 

EARLY SYPHILIS 

Early syphilis includes primary and secondary 
syphilis and those cases which come under obser- 
vation shortly after involution of the secondary 
eruption. Most of these cases will be syphilitic 
infections of less than six months’ duration. 

The most important point in early syphilis is an 
early positive diagnosis and the immediate insti- 
tution of treatment which must be continued for 
a@ proper length of time without rest periods. 


Of necessity this rather complete study is to be published in 
two parts. The second paper of the series will appear in 
July.—Ea. at tal 
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If the diagnosis were made more frequently in 
the primary seronegative phase, the number of 
cures would be considerably increased and the 
number of new cases markedly reduced. 


The clinical visual diagnosis of chancre is haz- 
ardous and usually impossible and the practitioner 
who attempts this practice is dishonest with him- 
self and his patient. The positive diagnosis requires 
laboratory confirmation, the most reliable labora- 
tory procedure being the dark-field microscopic 
examination. 

Kolmer has listed four laboratory procedures in 
the order of their accuracy and practical value 
that may be used to establish the diagnosis of 
chancre. They are as follows: 

(a) Dark-field microscopic examination. 

(b) Kline microscopic precipitation test. 

(c) Kolmer complement-fixation test (Wasser- 
man). 

(d) India ink or stained smears for Spirochaeta 
pallida. 


Each of these tests is performed upon fluid or 
secretions obtained from the _ suspected lesion. 
Every clinical diagnosis of chancre should be con- 
firmed and syphilis should never be excluded ex- 
cept with the aid of one or more of these labora- 
tory procedures. One negative dark-field exam- 
ination does not exclude syphilis; at least three 
negative examinations on different days being 
necessary. 

The blood Wasserman, Kahn and Kline reac- 
tions are usually not positive until the primary 
lesion has been present from eight to ten days, 
therefore, these tests are not usually of value 
unless the lesions have been present eight to ten 
days or longer. These tests will give positive re- 
sults in 75 per cent of cases when lesions have been 
present two weeks and in 90 per cent when cases 
are of longer duration. However, it requires only 
a few minutes to obtain a positive dark-field ex- 
amination, while at least twenty-four hours are 
necessary for a Wasserman. When a positive 
dark-field is obtained, treatment may be instituted 
without delay and the serologic report received 
later. It is important to know when the case is 
primary seronegative or seropositive as the end 
result may differ considerably. Chargin and Stone 
reported their results in 444 patients with early 
syphilis. The percentage of clinical cures in the 
entire group was 60 per cent. In the primary sero- 
negative group they obtained 90 per cent cures; 
61 per cent in the seropositive and early secondary 
group and only 45 per cent in the early latent 
group when treatment was started between the 
third and sixth month of the disease. 

The diagnosis of secondary syphilis is somewhat 
simplified but clinical diagnosis may be difficult 
in some instances. The Wasserman, Kahn and 
Kline reactions are positive in almost 100 per cent 
of cases. However, every cutaneous eruption with 
positive serology does not mean early syphilis. 
The cutaneous lesion must. be examined by a clin- 
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ician who is trained in syphilology to recognize 
cutaneous syphilis. e 

Adequate treatment for early syphilis is not gov- 
erned by definite rules. There are, however, a few 
fundamental principles common to al! systems of 
treatment which are used in early syphilis. All 
ideas of abortive cures have been abandoned. The 
patient should receive an empirical maximum 
which may be only slightly less for primary sero- 
negative syphilis than for a florid secondary infec- 
tion, It is generally agreed that treatment must 
combine both an arsphenamine and a heavy metal. 
When a positive diagnosis has been established 
and the patient has had a complete physical exam- 
ination, treatment may be instituted. In primary 
syphilis treatment may be begun with neoarsphen- 
amine and likewise in very early secondary syphilis. 
But when there is a florid secondary eruption and 
the patient has definite toxic symptoms, treatment 
may best be begun with bismuth to avoid a violent 
Herxheimer reaction. After .one or.-two bismuth 
injections, neOarsphenamine may be started. The 
patient then receives an injection of neoarsphena- 
mine and one of bismuth each week. The treat- 
ment is so arranged that neoarsphenamine is given 
in courses of twelve injections with periods of three 
or four weeks’ rest between courses, during which 
time bismuth is continued, it in turn being omitted 
for a similar period upon resumption of neoars- 
phenamine, again followed by simultaneous admin- 
istration. (See table.) Every case should be treated 
according to this empirical standard regardless of 
such factors as an early serologic reversal to nega- 
tive or the failure of a seronegative case to become 
positive. The healing of syphilitic lesions and the 
production of a negative Wasserman reaction fol- 
lowing a single course of six, eight, or ten arsphen- 
amine injections may cause the individual to be- 
lieve himself cured. The patient who, because of 
this false sense of security, discontinues treatment, 
is in great danger of developing a more serious 
case of Wassermann-fast, visceral or neurosyphilis. 
For the full protection of such individuals and of 
those with whom they come in contact, treatment 
must be continued and should. consist of at least 
four full courses of a satisfactory arsphenamine 
at proper intervals, combined with a heavy metal, 
preferably bismuth. (See table.) 


DRUGS 

The choice of the drugs to be used is an import- 
ant consideration. Arsphenamine, neoarsphena- 
mine, mapharsen, bismarsen, and bismuth are the 
drugs for routine use. The combination of neo- 
arsphenamine and bismuth is the choice for gen- 
eral use in early syphilis. Bismarsen (combination 
of arsphenamine and bismuth) is a useful alter- 
native in the treatment of early syphilis. In the 
treatment of early syphilis, bismarsen should be 
given twice weekly for courses of twenty and for a 
total of four courses with two weeks’ rest between. 
Bismuth is not as effective as neoarsphenamine, 
but has more resistance-building qualities and is 


W bo bu! Wo wo Wo ho] 89 89 to mrort . a-ak tte . 
Oko IH OO, OBAIRDRUAWNHOOO-1 Aus t2 oo 3 =) 





June, 1988 


SOUTHWESTERN MEDICINE 


Routine Treatment Schedule for Ealy Syphilis (Primary and Secondary). 








Arsenical 





Dose 


Bis or Hg. 
Drug 


Dose 








SCeAAVrwnre 


13. Wasserman 
4 Consultation 
15 4 wks. rest 


SS 


Bi 


First visit: Physical examination. (2) Wasser- 
man, (3) Dark-field, (4) Consultation. 


a 
02 
“ ci} 


“ “ 


(1) Question patient before each treatment 
in regard to effect of last treatment—head- 
ache, nausea, vomiting, diarrhea, rash, itching, 
temperature, pain, sore mouth, etc. 


“ “ 
“ “ 
“ “ 
“ “ 
“ “ 
“ “ 


(2) Examine patients with reactions or com- 
plaint before treatment is given. 


ye rr (3) Routine Wasserman after each course of 
neoarsphenamine and spinal fluid examinations 


after second course. 


“ “ 
“ “ 
“ “ 
“ “ 


(4) Second year’s treatment depends on re- 





4 weeks rest 





Consultation 
4 wks. rest 
sp. fl. exam. 


Sentara eae 





“ 
“ 
“ 
“ 


Bi 


sults of first year’s treatment serological clin- 
ical response. 


. (5) Should have at least 12 Neo. and 12 Bi. 
“ < the first 6 months of second year, even if 
“ ‘ blood and C. S. F. are negative. 


“ “ (6) In event patient is not completely nega- 

= “si tive clinically, and serologically (including C. 

o . S. F.) further treatment indicated. Consulta- 
tion. 


(7) Plan on check of Physical status and 
blood Wasserman every 6 months for 2 years. 
Then once a year thereafter for five years. 





4 weeks rest—Wass. Consl. 
12 neo. 
12 Bi. Sal. 


48-59 


rated second in spirocheticidal activity. Neosilver- 
arsphenamine is a very valuable drug in arseno- 
resistant infections, Wassermann-fast cases and 
in the treatment of cerebrospinal syphilis. One 
should select one or two bismuth preparations of 
proved therapeutic value rather than attempt to 
use the many new unproved products. The insolu- 
ble bismuth subsalicylate or potassium bismuth 
tartrate in oil is recommended for routine use and 
should be given once weekly in 0.2 Gm. doses. 
Soluble bismuth preparations must be used two to 
three times weekly and then often the desired ther- 
apeutic effect is not obtained. However, they are 
valuable at times in properly selected cases. 

The rapidity of injection of the arsphenamine 
is the most important factor in the production of 
immediate reactions such as nausea, vomiting and 
nitritoid reactions. The injection of 0.6 Gm. of 
neoarsphenamine should require, as a minimum, 
three minutes. Patients who are regularly upset 
by nausea and vomiting after each injection even 
when given'on an empty stomach, frequently re- 
ceive the drug without ill effects if a hypodermic 
injection one one hundred and fiftieth to one- 
seventy-fifth grain of atropine is given fifteen to 
twenty minutes preceding the intravenous injec- 
tion. The use of calcium gluconate, ephedrin, 





ephedrin and phenobarbital are frequently effec- 
tive in preventing reactions of the arsphenamines. 

Regardless of how intensive or prolonged the 
treatment or how satisfactory the response, clin- 
ically or serologically, a patient should never be 
completely discharged at the end of treatment. 
There should be a physical examination and a 
serological examination each six months for a 
period of two years and annually for another five. 
THERE SHOULD BE A SPINAL FLUID EXAM- 
INATION OF EACH PATIENT BEFORE THE 
END OF TREATMENT, PREFERABLY BETWEEN 
THE SIXTH AND TWELFTH MONTHS OF 
TREATMENT. 

The studies of the Co-operative Clinical Group 
have furnished us much statistical information 
from the 75,000 cases of syphilis, of which 3,244 
were early syphilis, observed during 1916 to 1931 
with twenty months for the study of the records. 
This statistical analysis furnishes an aggregate 
material larger than any previously fully evalu- 
ated in the literature. 

The studies of this group reveal that when 
treatment was begun in the seronegative stage, 
“cures” resulted in 71.4 per cent average and from 
83 to 86 per cent by best results. When treatment 
was begun in the seropositive primary stage, “cure” 
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was obtained in 52.3 per cent by average and from 
64 to 70 per cent by best results. A loss of 18 per 
cent resulted by delay. When the patient had de- 
veloped a secondary eruption, “cure” was obtained 
in only 50 per cent by average and 61 to 82 per 
cent by best results. This represents a possible loss 
of 21 per cent by average and 14 per cent by best 
results over the results obtained when treatment 
was begun in the seronegative primary stage. 

These same studies furnish valuable information 
regarding relapse. In the first six months after 
treatment lapsed, 45 per cent of relapses had 
occurred; by the end of the first year, 73.6 per 
cent, and by the end of the second year, 91 per 
cent. The figures supporting the statement that 
an arsphenamine is absolutely necessary to the 
control of infectious relapse in the treatment of 
early syphilis are definitely substantiated; 35 per 
cent of infectious relapsing patients received less 
than five injections of arsphenamine and 81 per 
cent less than fifteen injections. Only 13 per cent 
ever sustained an infectious relapse when twenty 
or more injections were given. When treatment 
was administered continuously, there occurred only 
13,1 per cent relapse and Wassermann-fastness, 
with intermittent, 20.8 per cent; with irregular, 
45.3 per cent, and intensive, 41.5 per cent. 

The dangers of rest periods and irregularity are 
again clearly shown by end-results after two years. 
The continuous plan achieved satisfactory or “cur- 
ative” results in 79.7 per cent; the intermittent 
(rest intervals), 65.0 per cent; irregular, 33.3 per 
cent, and the intensive, 23.4 per cent. 

From the above statistical studies there is evi- 
dence in abundance that treatment must be 
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started early, must be continuous and adequate to 
achieve the desired percentage of satisfactory re- 
sults. From these studies, a scheme of treatment 
for early syphilis has been advanced: the arsphena- 
mine-bismuth alternating system used by the 
clinics of the Co-operative Group and published in 
1929. This consists of continuous courses of ars- 
phenamine followed by bismuth for a total of 30 
each. When neoarsphenamine is substituted for 
arsphenamine, a longer arsenical course with 
shortened rest intervals is advised. In most in- 
stances it is advisable to have overlapping of the 
courses of neoarsphenamine and bismuth. We have 
used such a continuous overlapping system with 
neoarsphenamine and an insoluble bismuth sub- 
salicylate for the past five years, both in private 
practice and in a large syphilis clinic. The results 
have been satisfactory with no apparent increase 
in drug reactions. Ths plan is more adaptable to 
routine office use than arsphenamine and will very 
closely approach the best results obtained with 
arsphenamine, (See table I.) 

If early diagnoses were made and continuous, 
adequate treatment obtained in every case of 
syphilis, the public health problem of the contro! 
of the disease would be solved and the vast ma- 
jority of the late sequelae of the disease prevented. 
This procedure would be less expensive over a ten- 
year period than our present plan of attack. The 
money wisely spent for early syphilis will do more 
than to save the larger expense of late syphilis. 
It will become a self-reducing expenditure by de- 
creasing the incidence of early syphilis itself. 


1127 Medical Arts Building. 





The Management of the Serious Cases of Cranio-Cerebral Injury 


ALBERT S. CRAWFORD, M. D.* 
Detroit 


F late years much has been said and written 

about the increasing toll from accidents in 
this country. In spite of all this information, the to- 
tal accidents, with resultant deaths and injuries, 
seems to keep mounting from year to year and has 
reached alarming proportions. Let us recite a few 
outstanding figures from the National Safety 
Council and the Travelers Insurance Company 
booklets on Accident Facts. 

In the United States during 1937, there were 
approximately 106,000 accidental deaths, 375,000 
permanently disabled and 9,400,000 temporarily 
disabled. The general tendency is still up in all 
except home accidents. Because of this latter, the 
total figures are 4 per cent less than in 1936. 

The total cost of these accidents was $3,700,000,- 
000, whereas during the same time the money 
spent for Federal relief in the nation was $2,666,- 
000,000. 

From the Division of Neurological Surgery, Henry Ford Hos- 


pital. Read before the Arizona State Medical Meeting, 
Tucson, Arizona, April 21, 1938. 


During fifteen years of war 244,357 were killed, 
and in fifteen years of traffic accidents there were 
441,912 deaths. Accidents as causes of death rank 
second only to heart disease among males and 
fourth among both sexes. Arizona increased motor 
vehicle deaths by 6 per cent in 1937. 


According to these statistics. head injuries comprise about 
3 per cent of ali injuries so it is apparent that we should be 
prepared to care for an increasing number of serious head 
injuries. Many are being cared for at home or in the smaller 
hospitals, which means that the problem should be of general 
interest. 


PROGRESS IN CARE 

During the first two decades in the twentieth 
century, head injuries were cared for mainly by 
the general surgeon. The chief points of interest 
and criteria for management were types and <e- 
gree of fracture of the skull and the degree of 
cerebral compression. Trephining and decompres- 
sion were common procedures, and the mortality 
rates were from 30 to 50 per cent. The third decade 
saw the management pass more upon the damage 
to the brain than the skull, and surgery was pre- 
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dominantly replaced by conservatism with the aid 
of hypertonics and lumbar punctures. Now mor- 
tality rates of from 12 to 15 per cent are being 
reported. As we are near the end of the fourth 
decade of the twentieth century, a number of the 
neurological surgeons are feeling the need for a 
careful re-evaluation of the whole problem. Last 
May, in Philadelphia, before the Harvey Cushing 
Society, we, in a paper on prognosis, advocated, 
with some others, the desirability of a common 
agreement on definition of terms and criteria of 
management, so that various group studies would 
be made of more scientific value. Such a study is 
likely to become a reality in the near future. 

For the past severa] years, we have been analyz- 
ing our hospital experience, totaling about 1600 
cases. We have recorded all the available data, 
but have thus far been focusing our special atten- 
tion upon the factors of—(1) trauma and compen- 
sation and their relation to course and outcome, 
(2) ways of improving the results with the serious 
cases, and (3) the associated functional disturb- 
ances that tend to make the end results so unsatis- 
factory. 

FACTORS IN TREATMENT 

Success in treatment of such a group must de- 
pend upon accurate recognition of the underlying 
pathology and the early prevention sequellae. The 
chief pathological lesions involving the brain are 
concussion, edema, contusion, laceration, and the 
complications are hemorrhage and meningitis. As 
regards the damage to the skull, we always want to 
know if there has been a fracture and to deter- 
mine its type and extent. But of these, we are most 
vitally interested in the compound or depresssed 
fractures and those which cross and tear the 
middle meningeal artery or a venous sinus and 
those extending into a potentially infected air 
sinus. These are the conditions which demand 
urgent surgical intervention. 

Of late years, considerable stress has been laid 
upon cerebral edema. It is a process which ac- 
companies in varying degree most, if not all, cere- 
bral trauma. Thus far it has proved difficult to 
accurately differentiate clinically from concussion 
and contusion, and there is still no general agree- 
ment from clinical and experimental experience 
regarding the role it plays and its proper treat- 
ment. Another important process which is of late 
being rightfully re-emphasized is cerebral anoxia. 
This cellular deprivation of oxygen results from 
the swelling of the tissues and from the obstruction 
of the blood supply. Thus, edema and anoxia form 
@ vicious cycle which must be stopped or the result 
will be death or some degree of permanent change 
which so often results in such disturbances as 
headache, nervousness, epilepsy or even mental 
deficiency. 

RECOGNITION OF SERIOUS CASES 

We have been asked how we differentiate, in the 
early stages, the serious cases. This is not always 
easy and sometimes impossible. In our experience, 
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@ considerable number with maximum trauma (18 
per cent in one series of over 200 cases) recovered 
without unfavorable signs or symptoms or se- 
quellae, and some with minimal trauma died. But 
in general it is safe to be guided by the principle 
that usually the extent of cerebra] damage is pro- 
portionate to the severity of organic trauma. Hence 
the importance of obtaining accurate, detailed, 
authentic data regarding all phases of the accident, 
and insistence: on more watchful care over those 
with serious trauma, even though their apparent 
condition seems favorable. 

Some of the neurological signs which indicate 
serious brain damage might here be enumerated. 
(1) Primary unconsciousness continuing more than 
three hours or progessively deepening; (2) pupils 
unequal, dilating or losing the light refler, (a fixed 
dilated pupil means 98 per cent chances of death) ; 
(3) progressive changes in the vital signs (temper- 
ature, respirations, pulse and blood pressure, given 
in order of their relative delicacy as indicators of 
medullary compression); (4) absent deep tendon 
and abdominal reflexes; (5) rigidity or flaccidity 
of muscular system; (6) incontinence of bladder or 
rectum; (7) positive pathological toe signs, (Bab- 
inski, Chaddock, etc.) and ankle clonus; (8) 
Cheyne-Stokes respiration indicates near collapse 
of the medullary centers. 

Delayed ecchymosis of the eyelids, blood from 
the external ear canal (if not due to external in- 
jury) and Battles sign (ecchymosis of the mastoid 
area) indicate basal skull fracture. Neck rigidity 
(if not due to cervical sprain, fracture or local 
contusions) indicates basal hemorrhage. 


CLINICAL STUDIES 

A few findings from our studies might be of 
value, From an analysis of one group of 180 cases, 
we found that 70 per cent recovered without un- 
favorable results, 18 per cent did have one or more 
unfaborable signs or symptoms, and 12 per cent 
died. This represents fairly accurately the end re- 
sults in our entire series, which, when completed, 
will comprise about 1600 cases. 

From a study of the charts of vital signs of this 
group we found that of the fatal cases, 30 per cent 
died in shock; 25 per cent had steep upward 
curves and died within two days, 25 per cent had 
more slowly climbing curves and died in from three 
to seven days; 15 per cent had irregular curves 
and died in from seven to sixteen days; and 5 
per cent had sustained curves and died after ten 
days. Of those that survived, 9 per cent had tem- 
peratures over 102 degrees lasting from five to 
twenty days. 

Translating these fatal curves into terms of 
pathology, we know that the second group died 
of rapidly forming hemorrhage which overwhelmed 
the medullary centers; in the third group, death 
resulted from a combination of factors including 
anoxia and medullary failure, and in the fourth 
and fifth groups were added the factors of throm- 
bosis and pneumonia. 
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TREATMENT should be maintained. Gavage, hypodermoclysis or 
We must limit our remarks upon treatment to intravaneous glucose saline may be necessary. ‘ 
its most salient features. It is hardly necessary SPECIAL PROCEDURES ; 
to state here that one must first treat shock, con- Beyond routine care, some may require the spe- . 
trol external hemorrhage promptly and suture ia) procedures of lumbar puncture and forced de- 
aseptically all simple scalp wounds. Appropriate hydration. Those that continue unfavorably in tt 
immediate surgery is indicated in all cases of com- nite of this latter regime may require surgery, We 
pound depressed fractures, middle meningeal hem- j jieve that lumbar puncture, because of its in- 
orrhage and other conditions where it is necessary herent danger and possible unfavorable results, } 
to prevent meningitis and subsequent fatal hem- should not be done routinely but be used only with P 
orrhage. We administer tetanus antitoxin, 1500  Gerinite indications. Some of these are (1) to de- , 
unite, in all dirty or penetrating wounds. termine the pressure and the amount of subar- tt 
X-rays of the skull should always be taken as_ achnoid blood in the spinal canal when, in spite of ; 
they are of diagnostic, and may be of medico- remedial measures, cerebral compression is threat- + 
legal value. They should not be taken, however, ening: (2) to assist in the dehydration regime, » 
until the patient’s condition warrants. used to combat cerebral edema; (3) to follow the i 
All preliminary examinations should be done _ course of intra spinal pressure and the chemical vs 
quickly, gently and with the minimum of exposure picture of the spinal fluid in prolonged cases of 
to prevent shock. Morphine should not be given, unconsciousness; (4) to determine the progress of 
at least during the first day or so, because it hemostasis and to attempt to remove excess blood of 
definitely masks important diagnostic signs and from the spinal canal in cases of hemorrhage after ir 
symptoms. For the same reason, mydriatics should active bleeding has stopped. It may be the means st 
not be used to dilate the pupils during the uncer- of deciding, in a few selected cases of fracture at el 
tain period. Fundus changes, as seen by ophthal- the base, upon early exploration and so control e] 
moscope, are not evident for several hours. Lumbar hemorrhage which would otherwise prove fatal. 
punctures and hypertonics are probably not indi- The problem of dehydration, although an ex- 
cated early as they then encourage further bleed- tremely important one, must be limifed in this 
ing. Also, their chief value is to combat the later paper to the remarks that it is useful mainly where 
occuring edema, there is real edema and’ that it is of ‘doubtful 
Our routine treatment is as follows: value in the other conditions. Hence it Serves as a 
(1) Keep the patient in bed and absolutely at Means of differentiation as well as therapy. If 
ease and quiet for a sufficient period to insure un- used, it must be with a carefully planned regime - 
interrupted recovery. All disturbing factors, which combining intravenous sucrose, or glucose (300 cc }: 
includes police officers, insurance adjusters, law- Of 50 per cent solution), alternating with mag- el 
yers and friends, should be kept away until the nesium sulphate (2-4 oz. of sat, sol.), by mouth or ir 
patient is fairly normal in his mental reactions. Yectum, and lumbar punctures. Repeating the q 
(2) The head of the bed is kept elevated 15 de- above procedures in rotation at six or eight hour 4 
grees. intervals. The fluids by mouth must, of course, ct 
(3) Ice bags are kept on as long as they are of be limited to from 1000 to 1200 cc in 24 hours in - 
value or desired by the patient. adults. On the other hand, one must be on the 4 
(4) Careful periodic checks are made by nurses lookout for the development of pathological states al 
and physicians as frequently as indicated. In the Which result from éxtreme or too prolonged dehy- a 
serious cases, the interval may be every fifteen ration. Periodic determinations for significant s 
to thirty minutes for respirations and pulse and Changes in blood, urine and spinal fluid may help di 
every thirty to sixty minutes for temperature and to prevent such unfavorable developments. tt 
blood pressures, for eight hours. The intervals can We are putting patients with prolonged uncon- F 
be gradually increased as the period of danger sciousness into oxygen tents with the hope thai fe 
passes. thereby we may help to prevent or at least io 
(5) The fluids are limited in adults to from 1000 essen the amount of cerebral anoxia. Some have ti 
ce to 1200 cc in 24 hours and an intake and out- been definitely helped thereby. he 
put record kept. CEREBRAL SURGERY tk 
(6) Other signs and symptoms are checked reg- Major cerebral surgery has been necessary i di 
ularly (at least every four hours during the uncer- our experience in 5 per cent of cases. Indication r* 
tain period) by nurses or physicians. for surgery in acute conditions are as follows al 
(7) For sedation, we have preferred sodium (1) All compound fractures; (2) fractures with al 
pheno-barbital, or paraldehyde, and use codeine middle meningeal bleeding; (3) basal fractures m™ 
for pain. In extreme cases, more potent drugs may with early accessible bleeding; (4) depressed frac- J 
be necessary. tures—immediate if compound and delayed if no pe 
(8) We have found that an overful bladder in- cerebral compression; (5) fractures into an in- Ww 
creases restlessness. We use every adjunct to aid fected frontal (air) sinus; (6) to decompress fo: h 
emptying before resorting to catheterization. progressively increasing cerebral compression m 


(9) The basic fluid and caloric requirements 





which has resisted all non-surgical regime. 
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Regarding (2) above, extradural, middle menin- 
geal, hemorrhage requires prompt action. To save 
life, relief must be given before the third stage of 
medullary compression develops. We spend con- 
siderable time teaching our nurses and internes 
the significance of changes in vital signs and be- 
lieve that this has saved some lives. Regarding 
3), prompt attempts to stop venous sinus bleed- 
ing will save some lives. As to (4) above, we believe 
it is better to elevate a depressed fracture, even 
though the patient might recover without surgery, 
than to be criticized later, if epilepsy occurs. As to 
6), we feel that a full decompression is better 
than one by the subtemporal method. Surgery may 
be necessary later for subdural hematoma, or hy- 
droma and also for drainage of brain abscess, a 
rare complication. 
SUMMARY 

1, Adequate management of the serious cases 
of cranio-cerebral injury is becoming increasingly 
important. Past experience from studies of large 
series of cases should prove of value and ge gen- 
erally reported. The criteria used should be gen- 
erally agreed upon and universally used. 
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2. The success of management of serious cases 
will depend upon applying appropriate therapy 
suited to the underlying pathology and the early 
prevention, where possible, of such processes that 
lead to a fatal or unfavorable outcome. 

3. Edema and anoxia, associated with contusion 
and laceration, and hemorrhage are the most im- 
portant processes that require attention and action. 

4. Neurological signs and symptoms indicating 
serious cerebral damage are enumerated. 

5. Some facts from our studies are given to act 
as guides in diagnosis. 

6. The salient features of our treatment are 
outlined. 

7. Lumbar punctures, dehydration and surgery 
are briefly summarized. 

8. The more widespread and prompt use of 
oxygen is advocated to try to prevent cerebral 
anoxia. 

9. By more care to prevent psychic trauma, in 
the early and later management, some of the sub- 
sequent functional disturbances may be prevented. 





Henry Ford Hospital. 





Fever Treatment of Syphilis 


H. M. PURCELL M. D. 
Phoenix, Arizona 


The realization of the effect of fever in the treat- 
ment of disease was initiated by the observations 
of Julius Wagner-Jauregg who made the announce- 
ment of his discoveries in 1918. He observed sev- 
eral cases of neurosyphilis that recovered after hav- 
ing malaria and he was the first to inoculate ma- 
laria in the treatment of syphilis. There was con- 
siderable contention at first as how malaria pro- 
duced its results but the fever produced is now 
conceded its sole therapeutic effect. Malaria is still 
used in the treatment of neurosyphilis but has been 
largely superceded by physical means of fever pro- 
duction which allows accurate control of the fever 
and ls less dangerous. The results with the latter 
are equally as good and by most writers considered 
superior to those obtained by malaria. 

Carpenter, Boak and Warren tested the thermal 
death time of Spirochete pallida in testicular ex- 
tract in vitro. Five hours of temperature at 102.2 
F., three hours at 104 F., two hours at 105.8 F., and 
one hour at 106.7 F. were required to render in- 
fective material innocuous to other rabbits. 

S.mpson and his associates innoculated both tes- 
ticles of six rabbits with Spirochete pallida. All de- 


veloped active syphilis. One testicle was then re-; 


moved from each rabbit and material from each of 
these testicles injected into six normal rabbits with 
development of syphilis in all. Immediately after 
hemicastration; the first Six rabbits were given 4 
fever treatment of 107.6 F. for six hours duration. 
after which the remaining testicle was removed 
and material from these testicles injected into six 
more normal rabbits, none of which developed 
syphilis. 

These two experiments show that the Spirochete 
pallida is susceptible to heat that can be produced 
within the human body. A large amount of work 
has been done on fever treatment of lues, but it is 
much too early to arrive at any definite conclusions 
as to the end results. At present most authorities 
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recommend that the usual chemotherapy be given 
and that fever be used in addition. Simpson rec- 
ommends as a minimum course of fever, fifty hours 
at a temperature of 105 to 106 F., usually given in 
ten treatments of five hours each. Some are giving 
the antisyphilitic drug just before starting the fever 
or at the height of the fever, claiming that the 
feyer enhances the action of the drug. 

Primary and secondary syphilis will respond to 
fever treatment alone but probably not as quickly 
as to drugs alone. Neurosyphilis responds to fever 
much better than to drugs. There are many cases 


- treated with fever but most of these have also had 


chemotherapy and it is difficult to evaluate the ef- 
fect of the fever under such conditions. However, 
there can be no doubt that the addition of fever 
to the usual chemotherapeutic treatment ‘is an im- 
portant advance in treatment of syphilis. 


In paresis observers report from 30 to 77% re- 
missions. In tabes dorsalis apparently all cases are 
relieved of their root pains which is certainly a 
great. achievement. Some cases have had their 
ataxia much improved and a few cord bladders 
have responded. In asymptomatic neurosyphilis the 
spinal fluid usually becomes negative with fever. 
Ocular syphilis, with the exception of optic atro- 
phy seems to yield readily to fever. About half the 
resistent seropos.tive syphilitics became negative 
and another 30% improved in their blood reaction. 

My personal experience with the fever treatment 
of lues is restricted to two cases with no def.nite 
conclusions except one of tabes was relieved of his 
root pains. 

I would consider that the fever treatment of 
syphilis has reached a stage where every case of 
syphilis that is able to take fever should be strongly 
advised to do so. 
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LATTER DAY CRUSADES 


Nearly 2000 years ago there lived a Crusader 
who was entirely selfless. Since then there has 
been none cut to that pattern. Personal gain, the 
precious thrill of hearing one’s voice in public 
places, just pure cussedness—these are among the 
more notable itches possessing most latter-day cru- 
saders. When we are in a mellow mood we say “But 
these gentlemen are sincere!’ and dismiss our 
thoughts forthwith. Possibly they are sincere, bui 
the night marauder thieving the family silver is 
likewise sincere in his desire to effect changes. 

Why the present crusade against the “high cost 
of medical care?” Why does the American physi- 
cian suffer the brunt of the attack on this many- 
bladed windmill? 

The average case of sickness is not costly to the 
patient from the standpoint of the physician’s 
fees. Why then charge it all up to the doctor? Is 
he responsible for the high prices of serums, of pre- 
scriptions, of arsenicals, of gland extracts, of chem- 
icals, of hospitalization, of dressings, of nursing 
care, of x-ray film? Rarely more than one-third 
of any case of sickness is embraced by the physi- 
cian’s fee. The balance of the cost must be charg- 
ed to the drug store, the hospital, the nurse, the 
pharmaceutical and biological manufacturers. Yet 
the unfair cry is raised that the physician’s fees 
are too high, and the demand is made on the gov- 
ernment to furnish physicians with no cost to the 
sick man. 

What is costly about the case of pernicious 
anemia? The doctor’s fees or liver extract at $3.00 
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to $4.00 per dose? What comes dear in the case of 
diabetes? The physician’s charges or the heaps of 
insulin bottles? Why does pneumonia cripple the 
patient’s bank account? The doctor’s fees or the 
$50.00 to $100.00 bill at the drug store for serum? 
Why the high price of having diphtheria? The 
physician’s charges or the cost of the piles of anti- 
toxin containers Why the high cost of having a 
baby? The doctor’s fee, or the hospital bill (usual- 
ly a great deal higher for a week’s care than the 
doctor’s bill for nine months of care)? 

A comprehensive revision of thinking on this sub- 
ject of “high cost of medical care” is the crying 
need of the day. Too many physicians feel apolo- 
getic in the face of the accusation that their fees 
are too high. It is time to point to the truth about 
the “high cost of medical care”. Let the as yeti 
inarticulate mass of the laiety understand in simple 
terms just why sickness is costly. Let the crusad- 
ers train their guns on the other parties concerned, 
and forget the doctor for a while. Let a sense of 
objective fairness prevail in this crusade, and not 
a pathological bitterness against the doctor just 
because he drives a shiny car and wears a clean 
shirt. 








UNDERWOOD @ UNDERWOOC 


EUGENE Wm. FISKE, M. D. 
President New Mexico Medical Society, 1938 


Dr. Eugene William Fiske, of Santa Fe, was €le- 
vated to the presidency of the New Mexico Society 




















entirs 
Lu 
and 
that 
tory . 
semb) 
of cli 
ease. 
of th 
man 





SOUTHWESTERN MEDICINE 


June, 1988 


at the Santa Fe session June 6, 1938. He is the first 
president of the State Society who was born in 
New Mexico, received his early education in his 
native state and has practiced entirely there since 
his graduation from medical school. 

Dr. Fiske was born at Santa Fe December 21, 
1842. His early education was received in the pub- 
lic schools of Santa Fe. Academic work was done 
by him at the University of Colorado between the 
years Of 1910 to 1912. His medical education was 
obtained in Northwestern University, from which 
institution he graduated with the degree of Doctoz 
of Medicine in 1916. Internship was spent at the 
Harper Hospital of Detroit and the Evanston Hos- 
pital, Evanston, Illinois. When the United States 
entered the World War, Dr. Fiske took a commis- 
sion in the Medical Corps of the United States 
Army. Following his release from the army ser- 
vice, he entered the private practice of medicine in 
Santa Fe, where he has remained. Dr. Fiske was 
married in 1917 to Miss Helen Harrison. There 
have been two children, a son and a daughter. 

In 1928 and 1929 Dr. Fiske served as a member 
ef the New Mexico State Board of Medical Exam - 
iners. He has also been Chairman of the New 
Mexico State Board of Health. 

Dr. Fiske holds membership in the following pro- 
fessional societies: Alpha Omega Alpha, Ameri- 
can Medical Association, New Mexico Medical So- 
ciety, Santa Fe County Society, and Fellow Ameri- 
can College of Surgeons. 





POLIOMYELITIS 

The season is again at hand when poliomyelitis 
must be expected to rise in its incidence curve. 
Physicians should be acquainted with the newest 
informat:on regarding the disease. 

Few of man’s ills have been so publicized as has 
poliomyelitis in the past several years. Public in- 
terest has been annually quickened on the occasion 
of the President’s Birthday Balls. Many agencies 
have sponsored treatment and rehabilitation facili- 
ties. The lay press has dramatized various phases 
of the control of the disease. Concurrently a -cer- 
tain amount of misinformation has reached the 
American public. On this account there has arisen 
a state of apprehension in some groups of the popu-- 
lation that at times’ has approached the status 
of a mild panic. 

So much knowledge as well as so much that is 
conjecture has been assembled and published that 
it would seem well to heed a critical analysis of the 
entire field of opinion, clinical and experimental. 

Lumsden’ discusses in a broad manner the facts 
and fallacies of poliomyelitis. De Groat? doubts 
that the portal of entry of the virus is the olfac- 
tory apparatus. Black’, in a detailed critique, as- 
Ssembles valuable comment on the present status 
of clinical and laboratory observations on the dis- 
tase. The Southern Medical Journal says “Because 
of the unpredictable difference between the hu- 
man and the monkey disease, the well-informed 
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clinician has a better opportunity than the labora- 
tory worker to contribute to the battle against this 
most disabling of infections”. 

It would be advantageous for the physician of 
the Southwest to fortify himself with the latest in- 
formation on poliomyelitis against the coming of 
this summer’s predicted epidemic. Black* of El 
Paso, recently of Peiping Union Medical College, 
has ably summarized the available information for 
the readers of SOUTHWESTERN MEDICINE in 
this issue. 


(1) Lumsden, L. L.: Poliomyelitis: Facts and Fallacies, So. 
Med. Jour., 31: 465, May, 1938. 

(2) DeGroat, A.: Observations on the Pathology and Patho- 
genesis of Acute Poliomyelitis in the Recent Epidemic in 
Arkansas. So. Med. Jour., 31: 475, May, 1938. 

(3) Black, A. P.: Poliomyelitis—A Review, So. West. Med. 


this issue. 





NOT SO MERRIE ENGLAND 
The tub-thumpers for Collective Medicine hold 
the British System as a golden example of Utopia 
before the humble eyes of a worshipful American 


public. Let’s look into this business: 


1. “British pioneering, 
if we let it, can, how- 
ever, contribute to our 
understanding both of 
principles and of meth- 
ods. Great Br.tain is, of 
all the great nations, 
the example par excel- 
lence of the social ser- 
vice state. National 
health insurance is one 
of her great social ser- 
vices. Seen for what is, 
studied in its setting 
among the other medi- 
cal and health services 
of the nation, viewed in 
the light not only of the 
record of twenty-five 
years but of probable 
next steps and future 
developments, the Brit- 
ish experience may well 
help us find our Ameri- 
can way.’—Dr. Douglas 
Orr in Survey Graphic. 


2. “The typhoid epi- 
demic at Croydon has 
been the biggest in Eng- 
land since that at 
Bournemouth last year. 
There have been more 
than two hundred cases 
with several deaths. 
Much discussion as to 
the cause has taken 
place and a public in- 
quiry is to be held to 
consider all the circum- 
stances of the outbreak. 
As the. Lancet, Novem- 
ber 27, 1937, pointed 
out, typhoid has been 
regarded as one of the 
dirt diseases, its lessen- 
ing due to the improve- 
ment in the _ general 
health, and its occur- 
rence on a large scale 


1. “State Medicine, in 
my opinion, bears disas- 
ter for doctor and pa- 
tient alike ... you can- 
not pipe out medicine to 
the community as you 
do with steam heat in 
New York City. .. I feel 
that private practition- 
ers, by broadening their 
relationships with their 
patients, instead of be- 
coming emergency men 
and merely curative 
physicians, can become 
in the best sense of the 
phrase guardians of the 
health of the people.”— 
An Englishman, Dr. A. 
S. Cronin, author of 
The Citadel. 


2. “The official death 
rate for the country 
(America) by years 
from 1928 to 1935 has 
been as follows: 12.1, 
11.9, 10.9, 10.5, 10.7, 1i, 
10.9. In other words, all 
through the depression: 
the death rate has been 
consistently lower than 
in the best years of 
prosperity. The health 
of the nation has been 
maintained far better 
than ‘in some meas- 
ure’."—N. Y. Times, 
March 17. 
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in England due to unhy- 
gienic condit:ons, over- 
crowding and imperfect 
observation of the rules 
of healthy living.” — 
English Correspondent 
in Medical Record. 
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4. “The question must 
be faced as to whether 
sickness insurance en- 
courages good medical 
practice or fosters su- 
perficial diagnosis and 
treatment.”—Bureau of 
Economics, A. M. A. 


June, 1933 


4. “What is the gen- 
eral practitioner in Eng- 
land today but a glori- 
fied first-aid man? 
Quack patients beget 
quack doctors. It is a 
question, from the gen- 
eral practitioner’s point 


3. “Tilness is now com- 
ing under skilled observ- 
ation and treatment at 
an earlier stage than 
was formerly the case.” 
—Report to Royal Com- 


3. “The average wait- 
ing period for diseases 
of the nose, accessory 
sinuses, and tonsils and 
adenoids was 70.1 days; 
for hydrocele and vari- 


cocele, 62 days; hernia, 
37 days; gynecological 
affections, 35.5 days; 
nonmalignant tumors, 
29.3 days; varicose veins 
and ulcers, 26.9 days; 
hemorrhoids, 23.3 days; 
chronic appendicitis, 
21.5 days; gastric and 
duodenal ulcer, 20 days.” 
—Report of Committee 
on Scottish Health Ser- 
vices, p, 234. 


mission on National 
Health Insurance, p. 34. 


of view, of getting as 
many patients as he can 
on his list and getting 
the consultations over 
as fast as he can. Only 
by such means can a 
living be made. If the 
doctor comes across an 
illness which may inter- 
est him, had he the time 
and were he reasonably 
paid to treat it, he sim- 
ply refers the patient to 
the nearest hospital; in- 
surance committees do 
not encourage academic 
excursions by general 
practitioners.” — British 
Med. J. 
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COMPLICATIONS OF PROSTATIC 
HYPERTROPHY 
and 
COMPLICATIONS AFTER PROSTATEC- 
TOMY 


M. MATANOVITCH, M. D. 


Early symptoms of prostatic obstruction are: fre- 
quency, nocturia, urgency, difficulty of- urination 
and, finally, complete retention. 

Acute retention may appear at any time during 
evolution of hypertrophy of the prostate. Patient 
suddenly becomes unable to urinate, with full and 
distended bladder. Patient should be catheterized 
immediately and relieved from pain, otherwise ure- 
mic symptoms may develop, especially if there is 
a complete retention. 

Acute retention is the result of an acute conges- 
tion of prostatic adenoma and may be brought on 
by cold, indigestion, mental or physical strain or by 
some other occasional trivial cause. 

Chronic retention with distention and large 
residual urine may develop gradually until the 
patient is unable to empty the bladder or may de- 
velop as a sequel after an acute retention. 

In patients with large obstructive prostates the 
vesical orifice gets narrow and distorted and the 
bladder tries to compensate for a certain length of 
time then gradually looses its tone and finally dis- 
tention, back pressure and damage of the kidneys 
result. 

To prevent serious complication of sudden de- 


compression of the kidneys and resulting anuria, 
in all old men with obstruction, the bladder should 
be emptied gradually by intermittent catheteriza- 
tion. 

In some cases with incomplete obstruction, urine 
may escape drop by drop involuntarily and without 
distention of the bladder. 

Infection is a complication that may occur at 
any time in cases requiring bladder drainage, espe- 
cially if instruments and catheters are not prop- 
ery sterilized. Orchi-epidydimitis is not a rare com- 
plication. Epidydimis and the testicle become in- 
fected at the same time, and infection usually fol- 
lows catheterization. 

Prostatitis should be detected by rectal exam- 
ination, and is not uncommon in patients with 
large prostates. During prostatic obstruction, pyel- 
onephritis is a serious complication, caused by 
ascending infection from the bladder to the dis- 
tended ureters and kidneys or may be caused by 
infection resulting from a lesion of the ureter. 
Hematuria, if not of neoplastic origin, may be 
caused during retention, by sudden and complete 
drainage of a distended bladder known as “hema- 
turia a vacuo,’ or may be caused by catheter injury. 

Sclerosis of the kidney is a complication cften 
passed in the onset unnoticed, and should be ciag- 
nosed by increase of urea in the blood, before 
symptoms of chronic nephritis appear. 

To decrease postoperative complications, prostat- 
ectomy cases should be prepared for operaiion. 
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N. P. N. of the blood should be taken. Through 
careful examination the condition of the respiratory 
and cardio-vascular organs should be recognized 
before operation. 

To prevent operative shock, the patient should 
receive plenty of water and other liquids before 
operation and immediately after operation by hypo- 
dermoclysis, intravenously and by mouth as soon 
as he is able to drink. 

Haemostasis should be done carefully and all 
vleeding points well ligated. 

Postoperative hemorrhage may occur during the 
first 24 hours after operation or as a secondary 
hemorrhgae ten to fourteen days after prostatec- 
tomy. If bleeding is severe and impossible to arrest, 
the wound should be reopened and the prostatic 
bed packed again with gauze. 

In cardiac cases administration of digitalis for 
several days before operation may prevent cardiac 
failure after prostatectomy. Patients with hyper- 
tention and myocardial disease should have reten- 
tion-catheter and bladder drainage for several days 
before operation, and operation should be in two 
stages. 

Pulmonary embolism after prostatectomy is 
caused by embolic fragments from the wound and 
in many cases by administration of blood clotting 
agents, given to the patient before operation to pre- 
vent hemorrhage. Renal failure and uremia are 
causes of 35 per cent of all postoperative deaths. 
Preoperative preliminary drainage of the bladder 
and gradual decompression will help renal insuffi- 
ciency and may save many cases from uremia and 
death. 

Patients with old infection and chronic neph- 
ritis should be prepared by drainage and retention 
catheter for several weeks before prostatectomy. 
Postoperative infection of the wound is often a 
serious complication, especially in patients with an 
infected bladder. Space of Retzius should be 
drained at the end of the operation. Postoperative 
infection, no matter whether it is local or ascend- 
ing, plays an important role in postoperative mor- 
tality. : 

Postoperative epidydimitis is not so frequent as it 
used to be. Preoperative vasectomies performed 
right after admission of the patient to the hospital 
will prevent this complication. 

Incontinence of urine after prostatectomy is a 
rare complication and is more frequent after perin- 
eal prostatectomy, caused by injury of the external 
sphincter muscle. "ncontinence after superapubic 
prostatectomy is usually temporary and disappears 
with dilations. 

Inability to void after prostatectomy is a compli- 
cation caused by scar formation at the urethro- 
vesical orifice, and should be treated by urethro- 
tome and dilations. If the superapubic wound re- 
opens after being closed for several days after 
operation, it should be treated by reinsertion of a 
retention catheter for a few days, until the wound 
closes. 
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Delayed closure of the wound and formation of 
a@ urinary fistula occur occasionally after supra- 
pubic prostatectomy and should be treated ‘by 
curetment of the fistulous tract; but if it persists 
for five weeks or longer after operation the fistulous 
tract should be resected, adhesions to the bladder 
removed and the bladder wound resutured. 


Read before Maricopa County Medical Society, Feb. 7, 1938. 





READING DIFFICULTIES 
HENRY L. FRANKLIN, M. D. 


It is safe to say that, of those who consult the 
oculist for the relief of various troubles, more than 
half of them come complaining of fatigue, blurring 
headaches and other visual disturbances, while 
reading or doing close work. 

In the evolution of man, the eyes were primarily 
developed for distant seeing in natural light. It 
is only recently, relatively speaking, that the eyes 
have been called upon to focus on small, near 
objects, such as is necessary for reading, etc. 

There is reason to believe that as time passes the 
human eye will develop or undergo changes that 
will enable it to more naturally, and with less 
effort, see close objects. 

As you know, distant objects, that is, objects 
twenty feet or more away, are seen by the normal 
eyes without effort. That is to say, no muscle 
power is necessary. But in focusing a small object 
at the reading distance a contraction of the ciliary 
muscle inside the eye takes place. Also, at the same 
time, certain groups of extra ocular muscles con- 
tract and others relax to bring about convergence. 

Along with the increased demand for reading, 
a change of habit has occurred with regard to light. 
We no longer depend upon natural sunlight, but 
have moved indoors and have adopted an artificial 
illumination, which is now the electric light. 

The light under the shade of a tree on a bright, 
sunshiny day is about equal to a one-thousand 
candle power. (A candle power, by the way, is the 
amount of light given off by a one-inch candle one 
foot away.) The source is far away. It is diffused 
by the atmosphere and reflected by earthly objects 
so that it comes-to us relatively free from shadows 
and glare. Under a shade it is the ideal light. 

Until recently, very little thought has been given 
to the sufficiency or quality of the artificial light 
we use, It is due directly to this fact that a great 
many of our reading difficulties arise. It does not 
make any difference how perfect one’s vision, or 
the focusing of the eyes, if the illumination is not 
ocrrect fatigue symptoms will arise. 

In my own experience, I have had patients com- 
plain of eye fatigue and headaches. and after 
checking up and finding no refractive errors or im- 
balances, attention was then directed toward proper 
lighting, from which they got prompt relief. 

It is generally held that about thirty foot candles 
are required for comfortable reading. This, how- 
ever, does not mean that all one has to do is buy 
a seventy-five watt light and place it behind his 
left shoulder. 

It means that the illumination should be uni- 
form throughout the room, a reflected and diffused 
light, free from shadows and glare, and soft. This 
may be accomplished by having large ceiling lights 
reflected from the ceiling and walls. A supple- 
mentary licht may be behind the reader, but care 
should be taken to shade it so that it will not be 
too bright, or produce glare on the reading matter. 
In this way, our light comes from many sources 
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and directions and more nearly simulates the 
natural sunlight. 

Second in importance to the quantity and quality 
of the illumination, is the question of refractive 
errors leading to blurred images on the retina. 
caused by astigmatism, hyperopia, myopia, and 
muscle imbalances, and to the constant strain im 
order to compensate for them, especially in hyper- 
opia. In older people, presbyopia plays an import- 
ant role in reading efficiency and comfort. 

Many school children with refractive errors have 
no symptoms, or else they do not complain, and in 
the tests, as usually carried out in the schools, may 
have normal vision. Yet they do not get along in 
their work because studying is not comfortable. 
They therefore do not do it. Many of these chil- 
dren are dubbed stupid. 

In my own experience I have seen a great many 
children of this type, ie., no complaint with regard 
to the eyes. An examination would reveal normal 
vision, with a high degree of hyperopia, and with 
perhaps some astigmatism. After wearing a cor- 
recting, one is gratified to be told by the mother 
six months later that the child has become a star 


pupil. 

The third classification of reading difficulties 
falls in the children’s group, and therefore is a 
school problem primarily. Excluding those who havé 
difficulty in reading because of poor illumination, 
or refractive errors, or other ocular conditions that 
bring about an impairment of vision, and of an- 
other large class who fail because of mental dull- 
ness, improper teaching methods, and difficulty 
in getting orientated to school surroundings, there 
is yet another class of children who find diffi- 
culty in learning to read. This is admittedly a 
small class, but deserves mention. These children 
are afflicted with what has been called word- 
blindness, Alexia or Aphasia, about which much 
has been written in recent years. 

Along with this difficulty, the phenomenon of 
mirror writing and left-handedness and left-eyed- 
ness play an important part. By the term “word- 
blindness,” is meant a condition in which, with 
normal vision and ability to see letters and words 
distinctly, the individual is not able to interpret 
written or printed language. 

Although the subject of mirror writing has been 
discussed since 1878 and congenital word-blindnesss 
since 1886, an association between the two prob- 
lems has not been fully recognized until the last 
few years. An attemst has been made to link up 
these two subjects, and to show their connection 
with reading and writing difficulties amongst 
school children. 

Teachers know that a few children, although 
showing an aptitude and intelligence equal to the 
average, seem to be totally unable to learn to read 
and write. After much patient application thev 
may succeed in learning their letters, and with 
much effort to spell simple words. 

The difficulty appears to be in translating the 
symbols into intellig ble language. They are un- 
able to learn the conventional meaning of graphic 
symbols, just as a person confronted for the first 
time with a page of Spanish sees the printed 
matter without understanding its meaning. There 
is no comprehension of what is read. 

Strangely enough, a child may be able to recog- 
nize numerals without hesitation, and in fact may 
show a particular aptitude for mathematics, or 
even music. These cases described are spoken of 
as suffering congenital word-blindness or Alexia. 

It is not uncommon to find children whose in- 
ability to learn to read is due to this cause, and 
are, in other respects, bright and intelligent. Some 
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of these children are thought to be stupid. Usually, 
however, they are quick at grasping anything that 
is told them. One of Orton’s patients described 
his difficulty in these words, “Mother says there 
is something funny about me because when I read 
something I don’t git it, but when you read some- 
thing to me I can git it.” 

In some of thsee cases there is a heredo-familia! 
incidence to the anomaly. Thus, two or more 
brothers may be affected. What is the explana- 
tion of this? It is not due to a mental inferiority, 
because many of these children are bright. 

It appears that we have a specific derangement 
or absence of visual perception. That is, a failure 
of a particular brain center to grasp the meaning 
of graphic symbols. We are acquainted with condi- 
tions which are analagous to this, as for instance. 
hemorrhage or tumor in and near the left angular 
gyrus of the brain producing a similar picture. The 
left hemisphere is stressed because it is the angular 
convolution in the left side which in right-handed 
individuals becomes differentiated to perform this 
function, which is spoken of as the word seeing 
center. 

In left-handed people it is the right angular 
gyrus which is concerned with reading, and there- 
fore right sided lesions will produce the same re- 
sults in these left-handed individuals. Although 
the autopsy evidence is lacking, one might think 
that the trouble lies in a congenital absence of 
these centers in the angular gyri of one or both 
hemispheres, but since these children ultimately 
do learn to read, we are lead to make a further 
search for the cause. 

Further, it must be emphasized, that many of 
these children are naturally left-handed, others 
seem to use either hand indifferently. If the child 
is asked to write with the right hand it may be of 
@ normal type, or we may find that certain letters 
or words are inverted so that dog is written God, 
or that certain parts of the word are reversed, 
such as Precy for Percy. However, if the child is 
asked to write with the left hand it may be dis- 
covered that the words are written mirror wise. 
that is to say, that the beginning is made at the 
right side of the page and goes toward the left. 

The formation of each character is reversed so 
that the writing is not intelligible until the paper is 
held up backward to the light, or viewed in a 
mirror. The child may not be aware of his mistake 
He may go to the blackboard and write down his 
name in a normal fashion, then if the chalk is 
placed in the left hand. without erasing the first 
effort, he proceeds to write his name mirror fashion 
immediately under 'the first effort, and will not 
be able to say which is the correct one. 

Whether laterality and dominance of one hemi- 
sphere is a natural thing, or something develope: 
from the environment. is a debated question. It is 
thought by some to be a auestion of training, tha‘ 
is, from infancy on, the child is encouraged in th 
use of the right hand, which in turn develops th: 
right eye and left hemisphere. Or, do we have : 
dominant hemisphere at birth, exercising its in 
fluence as to handedness and eyedness? 

Many children in the lower grades show evidenc: 
of reversals and modified mirror writing, whic! 
they spontaneously overcome with further matur 
ity. It would seem that in a few children, for som’ 
reason, there remains a conflict between the tw 
hemispheres for dominance. thus bringing abou 
reversals, mirror writing, and lastly, in some cases 
actual inability to determine written or printed 
words. 

As stated previously, a child, while not grasping 
a word coming through his visual apparatus, wil’ 
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usually do so if it comes through the auditory 
apparatus. By taking advantage of the Auditory 
along with the Visual and Kinaesthetic senses in 
remedial training, these children ult-mately over- 
come their difficulties. 

Various forms of remedial reading techniques 
have been used in our public schools for years. A 
great deal of effort and study has been devoted, 
chiefly by teachers, to the mechanics of read:ng 
and eye-movements in an effort to develop more 
eificient reading. Many attempts have been made 
to develop some technique by photographing the 
eves while in the process of reading. 

The American Optical Company, collaborating 
with educators interested in this field, have de- 
veloped a portable machine which they have named 
the ophthalmograph. Roughly, the pupil sits in 
front of this machine with chin on a rest and head 
fixed. He gazes upon a printed card placed in 
front of the machine. As he reads, a reflection 
from each cornea reaches a photographic plate in 
the machine. Very quickly after reading the card 
the plates can be developed, and a graphic chart 
of the reading habit is produced. 

This chart takes the form of two parallel lines, 
and in a perfect reader there is a step-like picture, 
showing a record of how many jumps the eye has 
made on any particular line and showing the 
sweep from the end of the line on the right-hand, 
back to the beginning of the next line on the left- 
hand side. 

It shows the speed of the reader and how many 
fixations occurred in the line, or whether or not 
there were regressions and hesitations over words. 
It also gives some information as to the co-ordina- 
tion of the two eyes, especially with regard to 
muscle balances, 

The manufacturers claim that an efficient read- 
er in high school should fixate about ninety-three 
times per one hundred words; in other words, a 
little over one word for each pause of the eye. As 
one grows older and the reading habits continue to 
improve, the span of recognition as these fixations 
are called, increase, though not to a very marked 
degree . 

A span of recognition of two words is considered 
well above the average. In a series of three thou- 
sand records, one pupil showed a span of recogni- 
tion of six to eight words, a most unusual perform- 
ance. 

Thus with this machine the manufacturers claim 
that it gives an accurate picture of visual efficiency 
in relation to reading, and also suggests the type 
of remedial reading that is likely to prove of benefit 
in each case. They also make the claim that in a 
series of thousands of tests made in various col- 
leges that those students who read poorly furnish 
the majority of cases failing to make their grades. 

With this machine there has been developed a 
companion apparatus called the metronoscope. 
This apparatus is used in developing better reading 
habits. It is a device in which the reading matter 
is passed through an illuminated space showing 
only two or three letters at a time. This then is 
flashed off and the following two or three letters 
flashed on. In this way, there can be no going back 
to re-read a word. The speed of the machine is 
regulated according to the reader’s ability, and 
increased as the reader improves. 

It is claimed that these two devices, where they 
have been given trials, have resulted in great bene- 
fit to those who have used them. The manufacturer 
would have us to bel’eve that this is almost the 
sole cause of the failure of students to get along 
and make their grades. 

I have mentioned these machines for the reason 
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that there has been quite a bit of propagandizing 
to get them into schools and into the offices of 
oculists and optometrists. I understand that Phoe- 
nix Junior College and the Phoenix Union High 
School have made arrangements to install them, 
for experimental purposes in the beginning. This 
is through an arrangement with Stanford Univer- 
sity, working in part on a grant of money from, I 
believe, the General Educational Board. 

We, of the Medical Profession, should watch the 
results of these experiments with sympathetic in- 
terest. It may come to pass that everybody will be 
able, through better reading, to get through the 
schools and colleges, and become doctors, lawyers, 
engineers, etc., and if so, who will we then get to 
milk our cows, clean our ditches, and pick our 
cotton? 
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COMMUNICATIONS 


Sir: 

As the months go by and the unprecedented at- 
tacks upon the innocent women and children, and 
other non-combatants continue, the Chinese people 
are hardening themselves to resistance to the bit- 
ter end. Submission means perpetual slavery. sc 
better die fighting is their slogan. 

Thus since the fall of Nanking the morale of 
the people and their armies has been steadily im- 
proving and this is especially evident in the re- 
organization of the Red Cross and the National 
Health Service. 

The present head of the Wei Shang Shue. or 
Commissioner of Health, is Dr. F. C. Yen, until 
recently Director of the National Medical College 
of Shanghai. Dr. Yen is a graduate of Yale Uni- 
versity and an outstanding leader of the med‘cal 
profession of China. 

At the head of the Chinese Red Cross, as Direc- 
tor, stands Dr. Robert Lim, until recently Pro- 
fessor of Physiology at the Peiping Union Medi- 
ical College. He is a graduate of Edinburgh Uni- 
versity and is well known for his ability as an 
organizer. These two leaders have the confidence 
of all who know them. 

As branches of the Chinese Red Cross, Interna- 
tional Committees have been organ‘zed to meet 
special emergencies. Thus in Shanghai work for 
refugees was largely handled by a special Refugee 
Committee of the International Red Cross. 

Another Committee has been organized in Han- 
kow and one in Canton. In the latter city the 
whole administration of the Provincial Govern- 
ment is organized under a Council of which the 
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Commander of the Fourth Route Army and the 
Provincial Governor are respectively chairman 
and vice-chairman, thus uniting the military and 
civil authority. This Council operates thorugh eight 
departments, one of which is the Medical Relief 
Department. 

The chairman, Dr. Cheung Kin, is head of the 
Army Medical Corps. He studied in Germany. Dr. 
Tso Waiming, a graduate of England, is vice- 
chairman and is Commissioner of Health for the 
Province. Dr. Jee Qhong-to, an American gradu- 
ate, secretary of the department, is Director of 
Health for the city of Canton. Thus these three 
men combine the medical ideals of three leading 
countries. 

In close connection with this department is the 
Canton Red Cross Association. This is devoting its 
efforts primarily to first aid relief along the pro- 
vincial railways, where hundreds of civilians are 
being killed or injured by the almost daily air 
raids of Japanese bird-men. 

The Canton International Committee of the Chi- 
nese Red Cross is composed of Chinese and for- 
eigners and serves as a medium between China 
Relief agencies and the outside world. 

Two thousand additional beds are to be equipped 
for use by existing Mission hospitals in the prov- 
ince of Kwangtung. 

Refugees from the north are housed in five 
camps and a joint Refugee Committee of Chinese 
and foreigners has been appointed by the Govern- 
ment to render every possible help to these un- 
fortunates. 

Thus as the conflict drags on, Chinese leader: 
are learning how to organize, both in military 
affairs and in the care of the war victims. 

China never entered into this war willingly, but 
is determined to fight it out to the end, not in order 
to seize and plunder another nation, but to save her 
very life, her culture and her civilization from com- 
plete annihilation or subjection by the aggressor. 

It is needless here to repeat the tales of suffer- 
ing througout the war zones. These are familiar to 
all who read the daily papers. 

To those who know the Chinese people, nothing 
could be more worthy of the generosity of the 
world’s medical profession than aid in the rehabili- 
tation of China’s wounded and suffering millions. 

The agencies now administering relief are well 
organized and efficient and money would not be 
wasted. 

Send contributions to the Lord Mayor’s Fund in 
London, to the American Red Cross Fund, now be- 
ing raised at the request of President Roosevelt, 
or to the International Red Cross Committees in 
Canton, Hankow or Shanghai. 


Wm. W. Cadbury, M.D., Sc. D., F. A. C. P. 
The above communication is, of course, a piece of propa- 


ganda, albeit above-board enough. That those in trouble may 
have voice this letter is published.—Ed. 








MISCELLANY 


OUTGROWING SQUINT 

Every time we see a case of squint (more scien- 
tifically termed strabismus), we wonder how long 
some physicians will continue to advise parents to 
let the child alone, that he probably will outgrow it. 
Children do not outgrow squint, any more than they 
outgrow “running ears,” and many cther complica- 
tions found in growing children. Squint has a 
definite etiology and the sooner the victim is re- 
ferred to a competent oculist the better are the 
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chances of correction without operation. Thirty to 
forty per cent of these cases are corrected by the 
fitting of proper lenses and the figure is raised to 
well over fifty per cent when proper muscle exer- 
cise is carried out. All such cases should be re- 
ferred immediately when a squint is noticed since 
it is the experience of all oculists that delayed 
treatment means a delayed recovery and perhaps 
necessity for surgical interference.—Indiana State 
Medical Journal. 


IT’S NOT WHAT YOU SAY, BUT HOW YOU 
SAY IT 

The question at-the moment is not whether those 
who guide the American Medical Association as 
paid officers, or as those who go to its conventions 
as delegates, or as those who serve on its important 
committees as members, reflect the sentiment and 
will of the great body of the American medical 
profession. The fact remains that whatever their 
guidance and whatever their opinions, to the world 
at large the American Medical Association is a 
great and respected organization which represents 
the medical profession of the United States. The 
question at the moment is not whether we agree 
with what President Means of the American College 
of Physicians said the other day in New York: The 
American Medical Association is still the all inclu- 
sve medical force in this country. In the m nds of 
the people it speaks for the American doctor. 

It is therefore our duty to see that that voice is 
representative of the best of our profession, and 
that when it speaks clearly, honestly and without 
fear. The way to see that this is done is to send 
properly instructed delegates to its annual conven- 
tions, delegates who are chosen for some other 
reason than because they were sent last year, dele- 
gates who do not give vent to prejudices and nar- 
row points of view, but delegates who really repre- 
sent the best thought of the doctors who elected 
them. No good can ever come from high brows 
throwing spit balls at the A. M. A. officialdom. No 
good can ever come from self constituted groups 
deluging the lay press with creeds of new profes- 
sional righteousness. With less politics and pol- 
emics a properly constituted House of Delegates 
can do much.—Virginia Med. Mo. 


SOMETHING OUGHT TO BE DONE ABOUT IT 

Something ought to be done about it—about this 
growing, vicious, expensive custom of showing slides 
at medical meetings. Time was when no one 
thought of slides. One read one’s paper and went 
home. But then it became fashionable, especially 
if one could afford it, to show a few slides at the 
end of one’s paper. Now the style of hats has 
changed even more radically. Everybody must show 
slides, and the helpless audience is overpowered 
with a deluge of screen presentations which flicker 
on and off through the whole meeting. 

In these days a paper without slides seems to be 
considered dull as ditch water—there is no action 
in the drama—and the success of a presentation, in 
the author’s mind at least, seems to be proportional 
not only to the number of his slides but to the 
rapidity with which they can be shown without 
retarding his flow of language. 

This is the worst of all, this habit, which is get- 
ting to be quite the rage, of having slide after slide 
flashed on the screen while the essayist goes mer- 
rily on reading a paper timed to the split second 
to get under the tape before the alloted time is up. 
How any audience could listen to a paper with its 
ears, look at a rapid succession of screen flashes 
with its eyes and register anything but confusion 
on its brain is passing comprehension. 
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Of course some slides are useful. Many are 
abominable. They are illegible because their let- 
tering is too small, because they are congested with 
too many facts and figures or because they are 
confused with decimals, fractions, asterisks, etc. 

It takes a special intelligence to prepare a slide 
and a special intelligence to present one. A slide 
should be so clear that no explanation is necessary, 
and the speaker should be so anxious to establish 
its clarity that he will take time to explain it even 
if it be a simple one. If it is worth using, it is 
worth his time in explanation. 

Something ought to be done about this slide busi- 
ness if only to save from madness the chronic at- 
tenders of medical meetings who still labor under 
the delusion that such a gathering is a place to 
learn and who therefore insist on staying through 
even the longest scientific session—Virginia Med. 
Mo. 


POISONOUS EYELASH DYES 

In a recent International News Service wire from 
Louisville, Kentucky, attention is again called to 
the use of poisonous eyelash dye, which the Food 
and Drug Bureau of the State Board of Health 
reported caused one woman to lose her eyesight. 
As a result of an investigation, the dye has been 
found in 93 out of 217 Louisville Beauty Shops. 
Agents of the Health Board seized and destroyed 
this beauty preparation. 

It seems incredible, in the face of repeated warn- 
ings of the danger incurred in the use of eyelash 
dyes, that this should have occurred. After the 
publicity given to such dangers, it would seem that 
no woman would care to run the risk of losing her 
eyesight for the sake of physical adornment. How- 
ever, ever since the apple episode in the Garden of 
Eden, the female inhabitants of the world have 
been utilizing everything which might improve 
their physical charm, and as a result, not a few 
of them have got into trouble. 

Nearly five years ago, when the first case of 
blindness occurred from the use of these dyes, 
the Bureau of Investigation of the American Medi- 
cal Association, and later the Journal of the Amer- 
ican Medical Association editorially warned of the 
serious effects which might be expected from the 
use of one particular preparation known as Lash 
Lure. The Bureau contributed many statements 
from physicians who have treated sufferers, and the 
details of the cases set forth in the four papers 
were indeed so shocking that the warning against 
the danger of the use of eyelash dyes, which seems 
to be increasing, cannot be too widely disseminated. 
Apparently the cosmetic industry is as free from 
legal restrictions at the present time as the drug 
industry, when we consider the ghastly tragedies 
which so recently occurred with the elixir of sul- 
phanilamide. Of course, we have federal and state 
laws controlling drugs, but they are now admitted 
to be entirely inadequate. 

This makes possible the tragedies which have 
resulted from the use of eyelash dyes, and casts 
a shadow of suspicion on the cosmetic industry as 
a whole, which it may not deserve. ~ 

The preparation which seems to have caused the 
greatest amount of trouble is an aniline dye which 
has for its base either paraphenylendiamine or 
paratoluendiamine. 

The risk that is run in the application of dyes of 
the aniline type to the hairs of the scalp has been 
extensively discussed in the columns of the medical 
Journals and other periodicals, so that the more 
reputable beauty parlors always put forth an effort 
to discover whether persons who are to be sub- 
Jected to the dye should be tested for sensitivity 
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to the product. With this knowledge there should 
be no need for warning against the use of these 
dyes around such delicate and important organs 
as the eyes. 

This new hazard to which so many are inno- 
cently exposed should be given the widest possible 
publicity, and it is suggested that the articles which 
have inspired this comment be read by every one 
of our subscribers. They should then put forth 
every effort to protect those who look to them for 
counsel and advice in matters concerning physical 
welfare.—International Medical Digest. 


CLAMORING VOICES 

. . . Doctors who publicly criticize the American 
Medical Association before lay audiences or through 
the lay press do considerable harm to their pro- 
fession. The “Committee of 430” presents the 
classic example. This minority has presented its 
proposals to the medical profession at numerous 
annual gatherings. The medical profession has felt, 
after careful study and consideration, that these 
proposals were unsound. Hence the medical pro- 
fession has voted almost unanimously against the 
proposals, not once but several times. Now the 
“Committee of 430” is making a public attack on 
the American Medical Association and, through 
adroit lay publicity, creating the impression that 
the organized medical profession is disintegrating 
through internal strife. It would be just as illogical 
to say that the United States was disintegrating 
because of the Socialistic minority that followed 
Norman Thomas in the 1932 election. 

Another example is to be found in the recent 
New York meeting of the American College of 
Physicians. At this meeting, Dr. John M. Peters 
of Yale University publicly advocated the use of 
general taxation to help pay for medical care; in 
other words, socialized medicine. At the same meet- 
ing Dr. James H. Means of Boston, president of 
the American College of Physicians, urged his 
fellows to oppose the policies and principles of the 
American Medical Association. These are men who 
have been unable to “sell” their ideas to the House 
of Delegates of the American Medical Association, 
so they are now attacking from the outside. Pub- 
licity following the addresses of these two dis- 
tinguished men furthered the unwelcome and un- 
true idea that our parent organization is being 
ripped asunder. 

West Virginia has been particularly free from 
these “below the belt” onslaughts on organized 
medicine. Most of us are not socialists and most of 
us sufficiently level-headed to realize that even 
though our professional structure may be far from 
perfect, it would be chaos to tear it down. Without 
the American Medical Association our profession 
would soon become a lost art, and our economic 
welfare would be at the mercy of every whim and 
caprice to which governmental regulation is heir. 
...—wWest Virginia Medical Journal. 








El Paso County 

At the May 9 session of El Paso County Society 
the following papers were read: 

1. Use of the Wagensteen Suction in Surgery 


of the Stomach and Gall-bladder. Report of cases 
—Dr. J. L. Green. 
Atonic conditions of the stomach and abdominal distention 
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are often sufficient to interfere with successful management 
in this type of case. This method of treatment as an aid in 
such complications was discussed. 


2. Use of Sclerosing Substances in: 

(a) Varicose Veins—Dr. J. L. Murphy. 
(b) Hemorrhoids—Dr. Henry Safford. 

The evaluation of this method of treatment, indications and 
contra-indications, was discussed, together with esssayist’s 
personal methods of treatment. 

At the semi- monthly dinner of the El] Paso Coun- 
ty Society on April 25, the following program was 
given: 

1. Sacro-iliac Disorders 
ed with Vitamin B-1. 
Dr. Gerald H. Jordan. 


This very troublesome complication in pregnancy at times 
resists all forms of treatment, such as various types of sup- 
ports. This newer method of treatment was discussed in 
detail. 

2. Night Blindness and its Relationship to De- 
ficiency of Vitamin A.—Dr. S. A. Schuster. 

The increasing number of traffic accidents at night with 
relation to this disorder is of increasing importance. 


3. Avitam-nosis in Childhood. Report of cases. 
~—Dr. A. P. Black. 


Does the present day diet in infancy and childhood require 
continued observation for vitamin deficiency? This and other 
facts of vitamin deficiency was discussed. 


in Pregnancy Treat- 
Reports of 35 cases.— 





El Paso 


Dr. Arthur P. Black, El Paso, has been elected a 
Fellow of the American Association for the Ad- 
vancement of Science. The Association has grant- 
ed Dr. Black an appropriation to be used in con- 
tinuation of his study of measles. 





Dr. Leslie Smith has been elected a Fellow ot 
the American Academy of Dermatology and Syph- 
ilology. 





At a recent session of the El Paso Tuberculosis 
Socety, Dr. Orville E. Egbert was nominated for 
president. 





New Mexico 
Dr. C. H. Gellenthien, of Balmorhea, New Mex- 
ico, appeared recently on the program of the an- 
nual Spring Clinics of the Pueblo County Medical 
Society. He read a paper, “Diagnosis and Differ- 
ential D:agnosis of Pulmonary Tuberculosis.” 





Drs. I. M. Epstein and Robert Homan, of El Paso, 
spoke on pediatric problems and chest surgery, re- 
spectively, before the April meeting of the Grant 
County Medical Society in Silver City. They were 
entertained at dinner by Dr. R. E. Watts, president 
of the Society. 





Lea County, New Mexico 


Meeting of the Lea County Medical Society May 
12 was called to order by Vice-President Demerius 
Badger, and was held at the Hardin Hotel. Fol- 
lowing the dinner two papers were read. Dr. Leslie 
Smith of El Paso, Texas, had as his subject Can- 
cerous and Pre-Cancerous lesions of the skin. Dr. 
Louis Brack of El Paso, Texas, read a paper on 
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Fractlures of the Fore-arm and Lower Leg. Both 
papers were most instructive and were illustrated 
by lantern slides. 

Following the program a letter from Dr. E. Wil- 
bur Lander, Chairman, and L. W. Johnson, M.D. 
and I. J. Marshall, M.D., committee appointed by 
the Chaves County Medical Society for the adop- 
tion of a rider to the proposed Basic Science Bill, 
said rider being “Injunction as supplement to Basic 
Science Bill.” This was read by the Secretary be- 
fore the Society and a motion was made by Dr. 
Barzune, which was seconded, that this suggestion 
be adopted by the Lea County Medical Society and 
that our Delegate at the State Convention be in- 
structed to aid in its adoption at the State Medical 
Meeting in June. Motion carried. 

The new Charter to Lea County Society has been 
received and is framed and hung in the meeting 
room at the Hardin Hotel. 

The following members were present: Drs. Shuler, 
Stone, Hedde, Pate, Tremaine, Miller, D. C. Bad- 
ger, W. E. Badger, Haire, Neighbors, Terrell and 
Barzune. 





General 

The National Tuberculosis Associaiton will hold 
its thirty-fourth annual meeting at the Biltmore 
Hotel, Los Angeles, California, June 20 to 23. Sec- 
tions of pathology, clinical administration and so- 
cial work will be held. In joint conference with 
the Association will be the American Sanatorium 
Association and the National Conference of Tuber- 
culosis Secretaries. Dr. Leroy S. Peters, of Albu- 
querque, president of the Southwestern Medical As- 
sociation, will read a paper, “End Results in Thora- 
coplasty. Comparison of Old and New Operations.” 





The United States Civil Service Commission has 
announced an open competitive examination for 
the position of Medical Technician (Field Roent- 
genology). The entrance salary is $1,800 a year, 
less a deduction of 342 per cent toward a retire- 
ment annuity . 


Applicants must have completed a full 4-year 
high-school course or 14 units of high-school study 
acceptable for college entrance, or, in lieu of the 
high-school training, must pass a mental test. In 
addition, experience in connection with X-ray work 
is required, including one year of X-ray experience 
in chest radiographic work in traveling clinics using 
portable equipment. 

Applicants must not have passed their fifty-third 
birthday on the date of the close of receipt of appli- 
cations. This age limit does not apply to persons 
granted preference because of military or naval 
service, except that such applicants must not have 
reached the retirement age. 

The closing date for receipt of applications from 
States east of Colorado is June 13 and from Colo- 
rado and States westward, June 16. 
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Full information may be obtained from Cathc- 
rine T. Morrison, Secretary of the U. S. Civil Serv- 
ice Board of Examiners, at the post office in El 
Paso, Texas. 





The Civil Service Commission expects to an- 
nounce examinations on June 13 for nurse positions 
i nthe Indian Field Service (including Alaska), 
Department of the Interior. The examinations will 
cover three classes of positions: 

Public Health Nurse, $2,000 a year. 
Graduate Nurse (General Staff Duty), 

$1,800 a year. S 

Nurse Technician (Bacteriology and Roent- 
genology combined), $1,800 a year. 

There is especial need for persons who are able 
‘o meet the requirments for the positions of Public 
Health Nurse and Nurse echnician. 

The announcement will show the requirements. 
Persons interested in such employment may obtain 
a copy of the announcement, as soon as issued, 
from the Secretary, Board of U. S. Civil Service 
Examiners, at any first- or second-class post of- 
fice, or from the United States Civil Service Com- 
mission, Washington, D. C. 








AUXILIARY NEWS 





El Paso 


Mrs. F. O. Barrett, incoming president of the 
Woman’s Auxiliary to the El Paso County Medical 
Society, and other officers were installed at the 
annual luncheon of the Auxiliary May 2. 

Mrs. Branch Craige is president-elect. Other of- 
ficers who were installed are: Mrs. H. H. Varner, 
first Vice-president; Mrs. Orville Egbert, second 
Vice-president; Mrs. Sam Rennick, third Vice- 
president; Mrs. E. G. Causey, Recording Secretary; 
Mrs. Earl Rogers, Coresponding Secretary; Mrs. 
A. D. Long, Treasurer. 


New Directors are Mesdames George Turner, T. 
C. Liddell, J. Rogie and H. T. Safford, Jr. 

Mrs. James Gorman, chairman of arrangements 
for the luncheon, was assisted by Mesdames George 
Edwards, wife of the commanding officer at Wil- 
liam Beaumont Hospital, and Leighton Green. 

Mesdames Edwards and Ralph DeVoe, wife of 
the commanding medical officer at Ft. Bliss, were 
honored guests. 

Reports of a year of successful work were given. 





When wiser men teach me, let me be humble to 
learn; for the mind of man is so puny, and the art 
of healing so vast; but when fools are ready to ad- 
vise, let me not listen to their folly, let me be intent 
upon good, O Father of Mercy, to be always merci- 
ful to Thy suffering children. 


—Maimonides—1100 A. D. 
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BOOK NOTES 





THE PRACTICE OF UROLOGY: By Leon Her- 
man, M. D., Professor of Urology, University of 
Pennsylvania; graduate, School of Medicine. Pub- 
lished by W. B. Saunders Company, 1938. 

The numerous textbooks appearing from time to 
time on Urology in the Adult, contribute generally 
nothing startlingly new on the subject, with the 
possible exception of one or two chapters in each 
text. 

The author’s conception of the presentation of 
the subject is excellent. The illustrations, demon- 
strating instrumental procedure, are beautifully 
done. There is a wealth of cuts of pathological 
specimens of the author’s cases. The chapter on 
operative cystoscopy, in which the author considers 
trans-urethral prostatic resection, gives a very ac- 
curate study of this procedure together with pre- 
ond post-operative treatment. 

This, I feel, is a text that can be recommended 
to the general practioner as well as to the special- 
ist. It it probably more applicable to the general 
practioner than to the specialist., The only reason 
for this rather broad statement being that illustra- 
tions of the technique of major operative proce- 
dures are not present in this volume.—A. W. M. 





“HEMORRHOIDS”: By Marion C. Pruitt, M. D., 
F. A. C. S., Professor, Emory University School of 
Medicine. Cloth. Price $4.00. Pp. 170, 73 illust., St. 
Louis, Mo.: The C. V. Mosby Co., 1938. 

This is a very worthwhile monograph, of inter- 
est to the proctologist and to the general surgeon. 
Anatomy, physiology and examination of the pa- 
tient are discussed. A brief chapter on anesthesia 
indicates the author’s preference for local infiltra- 
tion. A major portion of the book is devoted to the 
et-ology, symptoms, diagnosis, etc. 

The injection treatment of hemorrhoids is well 
covered. Dr. Pruitt seems to prefer solutions of 
phenol, but also advocates the use of quinine and 
urea. He stresses the importance of perfection of 
technique rather than the type of solution used. 

Under operative treatment, he emphasizes the 
importance of preoperative and postoperative care, 
and describes several well known operations, such 
as Buie’s excision and suture and Lockhart-Mum- 
mery’s ligation and suture, as well as his own. The 
Whitehead operation is briefly described and con- 
demned. Buie’s amputative and Fansler’s plastice 
operations are not mentioned. The clamp and 
cautery operation is also described. Electrical treat- 
ment is not considered satisfactory. 

The final chapter is a plea to apply the proper 
type of treatment to the patient, with consideration 
for his general condition as well as for the rectal 
pathology present.—H. T. S. 





SYPHILIS, GONORRHEA AND THE PUBLIC 
HEALTH, by Nels A. Nelson, B. S., M. D., F. A. 
P. H. A., Director, Division of Genitoinfectious Dis- 
eases, the Massachusetts Department of Public 
Health; and Gladys L. Crain, R. N., Epidemiologist, 
Division of Genitoinfectious Disease, the Massa- 
chusetts Department of Public Health; the Mac- 
Millan Company, New York; $3.00. 

This is a small book of 357 pages which deserves 
to have a far wider distribution than it probably 
wil Ihave. The apathy of the public will curtail 
its usefulness. If physicians can be made to real- 
ize that the patients infected with a venereal dis- 
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ease may read this book and thereby become better 
patients, they will recommend the book to the 
patients that need the information it contains. 

The contents of the book are indicated by the 
title. I suggest that physicians recommend the 
book to their patients.—O. H. B. 





STAFF PROCEEDINGS 
El Paso City-County Hospital 





Following several recent incidents involving whai 
was felt to be political interference with the profes- 
sional staff by the County Judge and Commission- 
er’s Court, a special meeting of the staff was held 
May 13, 1938, in joint session with the hospital 
Board of Managers. The meeting was addressed by 
several members of the Board and various staff and 
non-staff physicians. 

A statement of the general situation and the 
policies of the staff was unanimously adopted. 

It follows: 

“Resolved, that the General Staff of the City- 
County Hospital go on record as opposing the ac- 
tion of the County Commissioners in reducing by 
five per cent the general hospital fund—same to 
be used in the treatment of transients in private 
hospitals. 

“We feel that transients are getting all of the 
necessary emergency treatment to which they are 
entitled, as the City-County Hospital under the 
present set up, and if there is to be any slash in 
the hospital budget, such monies should be used 
in procuring the vitally needed instruments anc 
equipment recently requested of the County Com- 
missioners and which request was disposed of by 
passing it to the City Council. 

“We are conv.nced that no one in need of medi- 
cal care and legally entitled to hospitalization ha: 
ever been intentionally refused admittance to the 
hospital. 

“The General Staff refuses to accept Judge Mc- 
Gill or any member of his Commisioners’ Court as 
proper arbiters in medical and surgical affairs. We 
insist that Dr. Butler and his staff are the proper 
ones to say who should and who should not be ad- 
mitted to the City-County Hospital. Under rules 
established by the board of managers under the 
laws of the State of Texas. 

“We do not think that the hospital is a proper 
institution to be used as a political football. We of 
the General Staff give freely and gladly of our 
time and efforts in order that those in strained fi- 
nancial circumstances might not want for the best 
of medical and surgical care. Not one of us has 
ever received a penny for our care of patients at 
the City-County Hospital. At the same time we pay 
our taxes like everyone else for the support and 
upkeep of the institution. 

“The medical profession in El Paso, as elsewhere, 
and as has been the custom throughout the ages, 
is determined that no one shall lack for want of 
the best of medical and surgical care, regardless oi 
his ability to pay for same. To do this effectively 
we must have a free hand and not be handicapped 
by the interference of any political group. 

“All we ask in return for our services is an ef- 
ficiently managed institution in which to work, 
properly equipped and free from political inter- 
ference. 

“We must again call attention to the fact that 
the instruments and equipment recently requested 
are urgently needed and should be supplied with- 
out further unnecessary delay. Also we insist that 
the so-called “petty fund” be returned to the Hos- 
pital Board so that it will no longer be necessary 
to go through a strenuous campaign to get in- 
struments or equipment when needed. 
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“Furthermore, we wish it to be known that we 
are in full accord with the policies of the Hospital 
Board. We feel that the members of this board 
have given unselfishly of the:r time and ability in 
a commendable effort to promote the welfare of 
the indigent sick in our community. 

“Also, we cannot too strongly commend Hospitaj 
Superintendent Dr. A. H. Butler, and we deplore 
any effort to reflect on his management of the 
hospital. 

“It is our desire that copies of this statement of 
our position be transmitted to the Commissioners’ 
Court, the City Council, the Hospital Board, the 
Daily Press, and the President of the El Paso 
County Medical Society.” 
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PA 
M U 
N 


By Frank B. Schwentker 


Suppose you were handed $50,000.00 and 
were told that this was every cent a certain 
widow and her two children would have for 
their needs from now on. Would you not give 
very verious thought to your responsibility? 


Suppose you learned that $4,000.00 or 
$5,000.00 were needed to pay current bills; 
that about $275.00 per month would be 
needed until the children would be through 
school and off on their own; and that the 
mother, in order to live respectably, would 
need at least $135.00 per month thereafter. 
With these facts determined would you not be 
cancerned to see just how you could make 


this $50,000.00 do the job? 


When we set up an Insurance Program we 
have practically this responsibility. Let me 
illustrate: In 1935 Mrs. L. S. Galbraith, one 
of our good Underwriters, brought to our office 
for programming the policies of a prominent 
local financial man. After careful study we 
recommended a plan under which policy pro- 
ceeds would be payable: $5,000.000 in cash; 
$290.00 per month for ten years, (until the 
children would be through college) ; and there- 
after a Life Income of about $150.00 per 
month for the widow. 


Recently this man passed on and this Insur- 
ance Program has now become the principal 
support of his family. Now suppose we had 
done a bungling job. Wouldn’t we be subject 
to severe criticism? But | am happy to say 
that in this, as in many other cases, the bene- 
ficiaries are most grateful for the plan we 
have set up. 


Every Insurance Program submitted by our 
Underwriters is carefully checked in our office 
before it is presented. 

F. 8. S. 


The F. B. Schwentker Agency 
711 Title and Trust Building 
Phoenix, Arizona 


The Schwentker-Bruce Agency 
915 Mills Building 


El Paso, Texas (Advt.) 


Please mention SOUTHWESTERN MEDICINE when answering advertisements. 
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The Mouth Gag 


(Things pertinent and impertinent) 


Physicians are invited to submit items of a humorous 
nature for this column. Please send them to the editor, indi- 
cating source, if not original. 














AS A SCIENTIST ‘SEES US 
Linncus, Missouri Bulletin 

I am a graduate “DOCTOR OF OPTOMETRY” 
having the degree from Northern Illinois College 
of Optometry, Chicago, and I am not, and don’ 
want to be a medical doctor. 

There are some M. D.’s who object to any other 
profession using the title of “Doctor,” seeming to 
think that God Almighty gave them the only right 
to us it. Well, WHAT you call me, either doctor or 
mister, is not half as important as that- WHEN 
your eyes bother you, I am the fellow to call, for 
eyes are my sole interest, I don’t want to dig the 
wax out of your ears, nor do I wish to blow your 
nose or cut your throat, all I want to do is to keep 
you seeing well, for life is short and there is a lot 
to see. OPTOMETRY IS A MECHANICAL SCI- 
ENCE OF EYESIGHT CARE, and Optometrist; 
are far better qualified to do the job correctly, for 
their talents are all centered on eyes, and we dv 
not treat “belly achers” or ingrowing nails along 
with taking care of your eyes. 

So it’s not WHAT you call me that matters, but 
it is highly important that you do call me WHEN 
you need proper eye service.—S.M. S.—(Doctor or 
Mister, Take Your Choice.) 





ODDITIES 
x. &. 
Phoenix 


ar" FIX FLATS’—a motto seen in a brassiere 
place. 

Sinus cure by leeches placed on the jugular. 

A fan dancer asked her doctor to vaccinate her 
— it wouldn’t show. He told her it was impos- 
sible. 

A woman asked me if all doctors were supposed 
to take the HYPOCRITIC OATH. 

A young doctor says: “I’m going to be a skin 
doctor, because you never heard of a skin patient 
calling a doctor out at night.” 

It’s been proven that a man’s head actually gets 
bigger as he gets older. 

A Scotchman was caught fanning his wife with a 
herring, because the doctor told him she should 
have salt air for her hay fever. 

“Comb honey and a chiropractor can both cure 
hay fever.”—heard on the street. 

A woman looking for a man with few words and 
plenty of action—she found him, he had St. Vitus 
dance and was tongue tied. 

A doctor stopped his car so quickly that he “sus- 
tained a dashboard dislocation”’—he thought he 
heard somebody say—‘“Doc., wait a minute. I’ve 
got some money for you.” 





BITS FROM TUCSON 


Crowds in the Santa Rita lobby—old friends call- 
ing hellos . . . the book exhibitor who did over $4() 
business the first day ... Harbridge happy over 
the smooth schedule of the events . . . Littlefield 
and Holbrook busy and efficient as steel riveters 
. . . Hamer accomplishing much despite a touch cf 
a limp . . . EENT men looking slightly neglected’ 
... Nick Hall welcoming his guests to the hotel . . . 
Dry, the Englishman, visiting from Rochester, who 
had never seen a game of American baseball . . 
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Artisana Water 


A Superior Miss Gulla nd’s 





Table Water PETER DAN 
PURE SCHOOL 
SAFE Nursery - Kindergarten - Primary 
SOFT Day and Boarding School 
18 Mos. 10 Y'rs. 
Artisana FRANCES GULLAND, A. B. 
Green Seal 
DISTILLED 2019 North Ninth St. Phone 3-6018 
ARTISANA WATER co. Phoenix, Arizona 
Phone 9-6297 





























Drs. Faris, Hayden and Lindberg 


115 South Stone Avenue 
Tucson, Arizona 
Therapeutic Radiology 
Diagnostic Roentgenology 
General Pathology 


Special attention to Diagnosis and Treatment of Cancer 
and Allied Diseases 


EDWARD M. HAYDEN, M. D. 
HERVEY S. FARIS, M. D. A. LUDWIG LINDBERG, M. D. 
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KATHRYN BOONE 
COSMETICS 


Guaranteed to contain no harmful ingredients 
(Manufactured in Arizona) 

Extra rich in the nourishing oils that are neces- 
sa-y to keep the skin in a normal, healthy condition 
in the dry climate. 

U. S. P. products are used in compounding these 
high frade Cosmetics. 

Exceptional results have been obtained in treat- 
ment of Acne and various Scalp conditions. 


1219 N. Central Ave. Phone 
Phoenix, Arizona 4-1513 























Florence Crittenton Home 
of Phoenix 


1022 E. GARFIELD ST. 
PHOENIX, ARIZONA 
Phone 3-9609 


A Protestant Christian home for the pro- 
tection and rehabilitation of the unmar- 
ried mother. Discipline is parental, and 
family atmosphere prevails. Nurses un- 
der ethical physicians’ directions main- 
tain standards for the protection of all 
in the institution. You are invited to 
examine our equipment to familiarize 


yourself with practices and routine. 
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The Mouth Gag—Continued 


the 70 or 80 “dermatologists” at Leslie Smith's 
luncheon .. . Felix Miller and his story about get- 
ting mineralized . . . Fishbein trying to eat and 
listen to the Mexican girl sent to serenade him at 
his table ... Neuquist, the inspector from thc 
College of Surgeons, interested in a fishing trip io 
Guaymas ... Dr. Mayo, wintering in Tucson, smil- 
ing at his introduction at the banquet .. . Moir, 0} 
Deming, as he always is . . . Hal Rice, dignified ii: 
his new role of president . . . Brown ,of Tucson, 
and his big smile . . . crowds fingering the surgicai 
instrument displays .. . Cruthirds, of Phoenir, 
cordiaiity itself ... Bailey, of Phoenix, thoroughly 
at home .. . Lytton Smith, delegating ... The 
House of Delegates, solemn in their deliberations 
‘ . celebrants going to bed early, and rising 
late ... the pretty nurses as guides at St. Mary’s 
. .. the satisfying size of the banquet steaks ... 
George Turner, entertaining ... Tucson from The 
Pioneer roof ... the reducing machine in Ren- 
nick’s room .. . Krober winning the bottled goods 
at the banquet lottery . .. Swackhamer, pleased 
and busy ... Piepergerdes saying howdy . . . Cates 
welcoming visitors . . . Schultz, of Tucson, fevering 

. papers coming with machine-gun rapidity . 
only the golfers to carry on past Saturday noon 

. farewells and resolut‘ons to return again and 
again. 





There is no doubt that a deliberate effort has 
been made by certain groups and agencies to pro- 
mote a general impression that the American Medi- 
cal Association does not truly represent organized 
medicine. These groups and agencies may be clas- 
sified in a general way under the following head- 
ings: First, individual doctors who are not person- 
ally satisfied with the policies of the Journal of the 
American Medical Association; second, politicians 
and others who want a complete change of method 
in the administration of medical care in the United 
States; third, the patent medicine and proprietary 
medicine interests whose toes have been stepped on 
by the Council of Pharmacy and Chemistry; fourth, 
the popular and ever growing number of throw- 
away medical publications supported by medical 
houses and exploiting uncensored medical adver- 
tising —Minnesota Medicine. 





As a result of the resolution and firmness of the 
Med:cal Society of the District of Columbia, the 
situation of the Group Health Association remains 

unsatisfactory and precarious. Only six 
physicians are not permitted to care for their pa- 
tients in any reputable hospital in the District. 

It is clear here, as in British Columbia, that ‘he 
physicians themselves can control standards of 
medical care anywhere in the United States if they 
work together to maintain them.—Minnesota Medi- 
cine. 





ITS QUICK ACTION PREVENTS DEFORMITIES 
No antiricketic substance will completely straight- 
en bones that have become grossly misshapen as 
the result of rickets. But Oleum Precomorphum 
can be depended upon to prevent ricketic deform- 
ities if given early in adequate dosage. This is not 
true of all antiricketic agents, many of which are 
so limited by tolerance or bulk that they cannot 
be given in quantities sufficient to arrest the rick- 
etic process promptly, with the result that the 
bones are not sufficiently calcified to bear weight 
or muscle-pull and hence become deformed. 





